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THIRTY YEARS OF CARDIOLOGY* 


HAROLD COOKSON, M.D., B.Sc., F.R.C.P. 


Physician, Poole General Hospital 


I shall try to outline the growth of cardiology as I have 
seen it in the past 30 years. In the early 1920's cardio- 
logy was hardly admitted to be a specialty, whereas now 
it is said that there is a separate specialist for each heart 
valve. So far we have managed without one for each 
cusp. No science advances entirely on its own, of course, 
but mainly by using and adapting new techniques and 
ideas from other sciences. Among these the use of pre- 
cision instruments takes a prominent place, so that we 
have electrocardiographs able to take four leads at once, 
and in the three dimensions of space, an instrument to 
record the complex movements of the body produced 
by each heart beat, one to record heart sounds, x-ray 
pictures to show the size and shape of the heart, and 
the kymograph to record its movements, and we can 
discover what the inside of the heart is like by x-ray 
examination after the intravenous injection of a radio- 
opaque substance ; with a catheter pushed into the heart 
and vessels we can record the pressure in them and find 
out the state of oxygenation of the blood in each 
chamber. 

Advances in pharmacology, bacteriology, and im- 
munology have helped in the control of the infections of 
the heart, while improvements in anaesthesia and surgical 
technique, along with more exact diagnosis, opened up 
the field of heart and great vessel surgery to which there 
now seems no limit. A good knowledge of physics, 
algebra, and trigonometry is very useful in reading some 
of the papers in heart journals to-day. 


Cardiology in 1923 


Let me try to give some idea of the cardiology of 1923, 
when I was house-physician to the late Dr. W. H. Wynn 
and Dr. A. P. Thomson in the Birmingham General Hos- 
pital. We had not yet got an electrocardiograph, but 
used the polygraph to take simultaneous curves of the 
arterial and venous pulses. This allowed us to distin- 
guish the various cardiac arrhythmias, but told us 
nothing about myocardial injury. We rarely had the 
heart x-rayed, but thought we could estimate its size by 
percussion, and this we recorded to as little as a quarter 
of an inch (6 mm.). Heart failure, if not due to valve 
disease, was caused by myocardial degeneration, either 
fibroid or fatty. Blood-pressure readings even then were 
taken as a routine, but the part played by hypertension 
in causing heart failure was not realized. Nor was the 


 ©Presidential address delivered to the Bournemouth Medical 
Society on October 10, 1956. 


right heart failure of chronic lung disease or other 
causes of pulmonary hypertension. Virus pericarditis, 
tuberculous constrictive pericarditis, familial cardio- 
megaly, and other rare but important kinds of heart 
disease were unknown. The terms “coronary throm- 
bosis ” and “cardiac infarction” had not arrived, and 
I remember only one case of prolonged angina in 18 
months’ hospital residence. This man was given in- 
cessant inhalations of amyl nitrite, but I do not think 
morphine was given or thought of. We called it status 
anginosus. At the necropsy, coronary disease was 
demonstrated, though I cannot remember that intra- 
arterial clot or infarction was mentioned. 

The chest pains which must have been occurring at 
that time from coronary thrombosis were either over- 
looked or called indigestion, influenza, pleurisy, rheu- 
matism, or fibrositis of the chest. Operations on the 
heart were undreamed of, but patients with toxic goitre 
were operated upon and there was a heavy mortality. 
The sight of the well-nourished body of a girl or young 
woman in the post-mortem room was familiar at that 
time after thyroidectomy. This was just before it was 
discovered that iodine was good for toxic goitre ; there 
were medical measures such as removal to a cool bracing 
climate, or the use of milk or serum from goats and 
sheep which had had their thyroids removed, and 
x-radiation was just coming in. 

For the treatment of congestive heart failure there 
was of course digitalis, and in doses little different from 
those used to-day, though its value in failure when the 
heart was regular was questioned. Mild salt restriction 
was considered useful and there was a feeble mercury 
diuretic in the form of Guy’s pill. Other drugs were 
purges and iodides, and there was the usual recommenda- 
tion regarding climate and geography : the patient would 
do best to be on a sandy or gravelly soil, where the rain- 
fall was low but there was plenty of sunshine, a treat- 
ment to which the earlier practitioners of Bournemouth 
may have owed some of their prosperity. 

In the 1920’s the commonest infectious diseases which 
damaged the heart were rheumatic fever, syphilis, diph- 
theria, and bacterial endocarditis. Table I lists these and 
indicates how these have since been largely overcome. 


Taste I.—The Four Common Infections which Damage the 
Heart, and the Changes in Incidence in the Past 30 Years 
Rheumatic fever Lessening, but still a problem 

Syphilis Disappearing 
Diphtheritic carditis. Almost wiped out 
Bacterial endocarditis Under control 
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Rheumatic Fever 


In my own experience rheumatic fever of the recognizable 
kind is becoming less common, while chorea in childhood 
has become rare There is still the insidious rheumatic 
infection which damages the valves without obvious acute 
iliness, and it may be that this form accounts for most cases 
of rheumatic heam disease now occurring. But it is difficult 
to get figures on the incidence of rheumatic fever. In 1945 
there were 937 deaths certified as due to rheumatic fever in 
England and Wales, while in 1954 the total was only 299 
The compulsory notification of rheumatic fever is confined 
to a few areas m the country, and even that is too recent 
for assessment of whatever change there may be in the inci- 
dence On the other hand, notifications of scarlet fever, 
with which rheumatic fever is closely associated, have almost 
halved between 1948 and 1954. 

Apart from this indirect evidence it would seem natural, 
with improved social conditions and new drugs to treat upper 
respiratory infections, that rheumatic fever should diminish. 
Perhaps its age incidence has also changed, with relatively 
more attacks in young adults and in the middle-aged. 1 have 
also seen, in young Service men, many cases of rheumatic 
fever typical in its joint symptoms and response to salicylates, 
but with no evidence of subsequent valve injury. As to 
treatment of the acute attacks, it is doubtful if there is much 
gain in the past few decades ; the larger doses of salicylates 
given now may be more effective, but apart from that there 
is little to record. Cortisone has so far not been proved 
to have much to offer 

Syphilis 

Thirty years ago syphilis accounted for about 10% of cases 
of heart disease, but the incidence has gradually diminished as 
a result of early treatment with arsenicals and later with peni- 
cillin. Effective treatment with arsenical preparations came 
in about 1910, and this accounts for the fact that cardio- 
vascular syphilis is to-day generally seen in elderly people. 
usually over 65. The only case I have seen in recent years 
below this age was that of a man of 42 who, though he 
noticed the signs of his primary infection, was told by the 
friend responsible for it that it was due to sugar in the 
water and he did nothing about it. His specific lesions in- 
volved the ascending aorta, with aortic incompetence and 
obstruction of the coronary orifices and the right subclavian 
artery, which was almost obliterated. As students we were 
taught that aortic incompetence was most likely to be rheum- 
atic in the young, luetic in the middle-aged, and athero- 
matous in the old. Nowadays it would be true to say 
that at all ages it is most likely to be rheumatic. In the 
1920's lues was in mind whenever the murmur of aortic 
incompetence was heard and also whenever there was a sus- 
picion of heart-block. But to-day the outlook is different, 
and it is not a case ol 

Ev'ry little breeze 
Seems to whisper Louise. 


Diphtheritic Carditis 


Diphtheria causes the most intense form of infective or 
toxic myocardial damage known. In a large local outbreak 
of the disease in 1943 I was able to study 83 cases and see 
how the heart was affected Several hundred electro- 
cardiograms were taken, and 63 of the patients (76%,) gave 
an abnormal picture All kinds of rhythms and abnormal 
patterns were seen, including that characteristic of acute 
myocardial infarction. Six patients died of carditis, all of 
whom had been given antitoxin as early as the second day 
and not later than the fifth day of the disease. None had 
been immunized against diphtheria. Histology of the myo- 
cardium, which was undertaken by Dr. William Mc- 
Naughton, showed the most widespread degeneration, 
necrosis, and areas of haemorrhage ; little normal muscle 
might remain. The following details of one of the fatal cases 
shows the course taken by progressive cardiac damage. 

A child aged 12 was admitted on the second day of the disease 
Antitoxin was given 26 hours after the onset. Faucial diphtheria, 


bull-neck, and heavy albuminuria were present. An electrocardio- 
gram on the third day showed normal rhythm with sinus 
arrhythmia, rate 120; depression of ST segments in leads II and 
il. Eighth day: neck swelling almost gone; palatal palsy; 
electrocardiogram showed regular rhythm with no visible P wave, 
rate 80: some widening of QRS and considerable depression of 
ST segments. Tenth day: vomiting; the duration of P-R and 
of QRS had increased; pattern of QRST as in posterior cardiac 
infarction; died suddenly on this day. Sections of the myo- 
cardium showed congestion, oedema, degeneration, necrosis, and 
cellular infiltration mainly with plasma cells in all chambers, 
particularly in the left ventricle; the pericardium also showed 
intense congestion and cellular infiltration 


As a result of prophylactic immunization the position 
to-day is that diphtheria is an almost extinct disease. In the 
county of Dorset only two cases have been notified in the 
past five years, and not one in 1955. This magnificent 
achievement in immunology is one for which Dr. G. Ches- 
ney, an early enthusiast for the method, deserves a share of 


credit, 


Infective Endocarditis 


Until the late 1930's both the acute and subacute forms 
of infective endocarditis were generally regarded as inevit- 
ably fatal. Then the introduction of chemotherapy and 
later the antibiotics changed the outlook from hopeless to 
hopeful. The infection can be eradicated in a high pro- 
portion, but certain complications and accidents mar the 
picture. Early recognition and treatment before the infec- 
tion has bored holes in the valve cusps is essential, and 
to be able to kill the organism at this late stage is of little 
help. In fact, the healing process seems sometimes to 
aggravate the condition. I! have also seen one or two 
fatalities, after the blood had been sterilized, from rupture 
of a mycotic cerebral aneurysm. Another cause of failure 
is the organism which is resistant to all antibiotics. I saw 
one such case, that of an elderly woman with recurrent 
pneumonitis, in which it seemed possible that a virus was 
the responsible organism. The necropsy showed that little 
was left of the aortic cusps. 


Toxic Goitre 


Hyperthyroidism is a common cause of auricular fibrilla- 
tion in the middle-aged and elderly. If unrecognized this 
leads to congestive failure and death. Toxic goitre is now 
one of the most treatable diseases, but it was only in 1923 
that treatment with iodine was introduced. This was found 
valuable for medical management alone, and it also reduced 
the mortality when used as a preparation for thyroidectomy. 
There was a further big step forward in 1943, when more 
powerful antithyroid drugs, thiouracil in particular, were 
discovered. Nearly always this drug can neutralize thyroid 
overactivity and make operation as safe as in non-toxic 
goitre. In some cases it may be used as the sole treatment. 
Particularly suitable subjects for this are the elderly, who 
may be averse from operation, who do not mind having a 
lump in the neck, and who often have other diseases which 
make them less safe for surgery. 

A haggard emaciated woman of 77 was admitted to hospital 
although her doctor thought she was moribund and that the 
bed might be more profitably filled. A small nodular goitre just 
palpable in the suprasternal notch was the cause of her illness 
Afier two weeks on thiouracil she had gained 19 Ib. (8.6 kg.) 
After three months she had fully recovered. f 


Cardiac Surgery 

The relief by surgery of defects within the heart and 
neighbouring great vessels is one of the great achievements 
in the history of cardiology. 

The first attempt to relieve mitral stenosis by operation 
was made by Mr. Souttar (now Sir Henry) in 1925. He 
opened the left auricle in a young girl, and was able 
to stretch the mitral valve. I saw this patient a year or 
two later in the London Hospital, when she was in. an 
advanced state of congestive failure, but in her opinion the 
operation had helped her considerably. Thirty to forty 
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years ago an operation on the outside of the heart, cardio- 
lysis, was done to relieve external pericardial adhesions. 
This has been discarded, but a decade later came the valu- 
able procedure of pericardectomy for chronic constrictive 
pericarditis. Also at about this time O'Shaughnessy, in this 


Fic. 1.—Chest x-ray film of man aged 41 with mitral stenosis; 
showing cardiac enlargement and severe pulmonary congestion. 


Fic. 2.—Same case as in Fig. | after mitral valvotomy ; decrease 
in heart size and disappearance of pulmonary congestion. 


country, and Beck, in America, devised another operation on 
the outside of the heart, which was designed to increase the 
blood supply of the ischaemic myocardium by stitching 
omentum or chest-wall tissue to its surface. This procedure 
has not stood the test of time. Not till 20 years after 
Souttar’s attempt to relieve mitral stenosis was this opera- 
tion successfully carried out, but in the past 10 years it has 
been done thousands of times. Given wise and perhaps 
lucky selection of cases, the results are good, sometimes 
dramatic and life-saving. The following is an example in 
this last category. 

A man of 34 came under observation for haemoptysis due to 
mitral stenosis in 1943; over the next eight years there was 
increasing disability and recurrent haemoptysis; in 1950 aortic 
incompetence was discovered; attacks of acute pulmonary 
oedema and paroxysms of auricular fibrillation occurred and 
there was left recurrent laryngeal palsy. Fig. 1 shows the 
cardiac enlargement and pulmonary congestion. A_ successful 
valvotomy was done at Guy's Hospital, followed by decrease in 
heart size, disappearance of pulmonary congestion (Fig. 2), and 
return of good physical capacity. 


Aortic stenosis, the other common acquired obstructive 
valve lesion, is now being treated by operation, but it pre- 
sents a more difficult prob- 
lem than the mitral valve. It 
is harder to get at, the sub- 
ject is older, and the rigid 
ring of calcified cusps may 
be widened only at the cost 
of serious incompetence. A 
procedure for the relief of 
severe aortic incompetence 
has been practised in 
America, and consists in 
placing a plastic valve in 
the upper part of the de- 
scending thoracic aorta. The 
operative mortality was 
heavy, but I was able to 
examine two patients at 
Georgetown Hospital, 
Washington, who had bene- 
fited. One said he played 


golf and was driving his car : = 
500 miles (800 km.) that day 16. 3.—Transposition of 
. * aorta and pulmonary artery in 
to attend the meeting ; while an infant who lived 12 hours. 
talking to him the triple click 
of his plastic valve was audible, and extreme pulsation of 
the neck arteries was visible. On the other hand, there was 
little pulsation in the abdominal aorta or popliteal arteries. 

Congenital Lesions.—The operative cure of congenital 
lesions began when Gross, in 1939, reported successful 
closure of the persistent ductus arteriosus in four patients. 
To-day there is hardly one of the various abnormal orifices 
and obstructions in the heart and great vessels which consti- 
tute congenital heart disease which has not been operated 
upon. Operation on the ductus was followed by one for 
coarctation of the aorta, and these, lying beyond the heart 
itself, are relatively easy to deal with. Nowadays defects in 
the auricular and ventricular septa and stenosis of the pul- 
monary and aortic valves are being dealt with by operation. 
These are aided by developments such as hypothermia—that 
is, cooling of the body to 25-28° C. so that the circulation 
through the heart can be cut off for short periods ; or, better 
and more logically, by carrying on the circulation artificially 
by a pump or by anastomosis with another subject. 

Fig. 3 shows a congenital defect which is incompatible 
with long survival. There is transposition of the aorta and 
pulmonary artery, the aorta arising from the right ventricle 
and the pulmonary artery from the left. The patent ductus 
arteriosus is seen passing from the main pulmonary artery 
at its bifurcation to the aorta beyond the origin of the 
arteries from the aortic arch. The infant lived 12 hours. 
Such a defect is beyond surgery now, but it is no more 
unthinkable now than was any congenital heart operation 
30 years ago. 
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Hypertension 


Table II shows in the left-hand column the known causes 
of arterial hypertension as given in the first edition of Fish- 
berg’s book, Hypertension and Nephritis, published in 1931. 


Taste Il.—Known Causes of High Blood Pressure Adapted 
from “ Hypertension and Nephritis,” by A. M. Fishberg 
(Bailliédre, Tindall and Cox). Left-hand Column Shows 
Causes Listed in First Edition. 1931; Right-hand Column 
Shows Causes Listed in Fifth Edition, Published in 1954 

1931 1954 
Kidney disease —6 types Diseases of kidney and rena! blood 


Toxaemia of pregnancy vessels. 13 types 
Lead-poisoning Disseminated lupus 
Increased intracranial! pressure Compression of kidney 
Tumours of suprarenal; ovarian Experimental constriction of renal 
hypofunction artery and nephrectomy 
Thyroid diseases Cushing's syndrome 
Periarteritis nodosa Bulbar poliomyelitis and other 
Polycythaemia diseases of 
Depressive psychoses Experimenta! hypertension produced 
Coarctation of aorta by corticotrophin, cortisone, 
D.C.A. 
Cholesterol 
Salt 


Section of moderator nerves 
Androgenic stimulation of rats 


Twenty-three years later, in the fifth edition of this book. 
several new causes are addec, as shown in the right-hand 
column. But now, as in 1951, the vast majority of cases 
of hypertension cannot be attributed to any of the causes 
shown. The work of Goldblatt in showing that hyperten- 
sion could be produced in animals by clamping the renal 
artery was very important, but no one has yet provided 
enough evidence that hypertension without apparent cause 
is due to lesions of renal arteries without impairment of 
kidney function. There is therefore little more known about 
the actiology of hypertension than there was 25 years ago, 
and we are thus handicapped in treatment. But sympto- 
matic treatment has had some success in measures to reduce 
the tone of arterioles by depression of the sympathetic 
nervous system. This was first carried out by operation, 
now more often by drugs which depress the sympathetic 
ganglia, such as pentolinium and mecamylamine. These are 
certainly valuable in preventing hypertensive heart failure 
and may be life-saving in malignant hypertension, as 
exemplified by the following case 

A married woman aged 35 was seen in December, 1955, with 
all the cardinal symptoms of malignant hypertension: grade IV 
neuro-retinopathy, cardiac enlargement, triple heart sounds, 
tachycardia, albuminuria; blood urea, 26 mg. per 100 mi.; B.P 
285/170 mm. Hg: electrocardiogram showing the pattern of 
left ventricular predominance. Treatment with “ rauwiloid ” and 
“ ansolysen “ reversed these changes, retinal exudates and papill- 
oedema cleared up, and the héart slowed and became normal 
in size. On October 1, 1956, the standing B.P. was 130/95; and 
the electrocardiogram showed return to normal, The patient 
is pursuing ordinary activities. 


Coronary Heart Disease 


In Sir James Mackenzie’s book on angina pectoris pub- 
lished in 1923 he demonstrated the frequency of gross 
obstruction in the coronary arteries, and even mentions the 
presence in them of clots. However, the term “ coronary 
thrombosis " is not to be found in the book, and the associa- 
tion of this condition with major attacks of cardiac pain was 
not then appreciated. The article by Parkinson and Bedford 
published in the Lancet in 1928 may be regarded as the 
source of a torrent of papers, and, although it was only 
accorded thessecondary position in that journal, it became 
one of the most quoted papers in the medical literature. 
To-day patients, their relatives, and nurses diagnose what 
they call a “ coronary,” and may do so in any case of sud- 
den collapse or for any pain between the neck and the 
abdomen. Perhaps the disease is on the increase, but it 
was undoubtedly occurring in large numbers 30 to 40 
years ago, when some of the labels already mentioned 
were applied. Characteristic examples can be found in 
the careful case records in Mackenzie’s book. Improved 
recognition is largely due to the electrocardiograph and the 
introduction of new leads. Whereas 20 years ago we were 
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content with three leads, we now rarely use fewer than 10 
and sometimes twice that number. 

In the treatment of acute coronary thrombosis the use of 
the anticlotting drugs may represent a slight advance, but 
their efficacy is still uncertain and the precise regulation of 
the coagulation and prothrombin times is difficult, not to say 
impossible. Obviously the prevention of coronary obstruc- 
tion is the aim, and considerable work is now being done on 
these lines. This, however, is handicapped by doubt about 
the pathological nature of the obstruction. According to 
J. B. Duguid the main factor, apart from the occurrence of 
large clots, in obstructing the artery is a slow mural throm- 
bosis which becomes organized, whereas the fatty changes 
and calcification of atherosclerosis tend to weaken the wall 
and thereby widen the lumen of the artery. So far as the 
prevention of atherosclerosis is concerned, diets low in fat 
content, oestrogenic sex hormones, and plant sterols are able 
to lower serum cholesterol and lipids, and are of potential 
though as yet unproved value. Heparin in doses insufficient 
to have a sustained anticoagulant effect is said to correct 
high serum lipoprotein levels, and may also prevent intimal 
C.posits of platelets. Another possible line of attack on 
slow intravascular thrombosis is the use of enzymes such 
as trypsin and streptokinase, which are able to break up 


fibrin. 
Conclusion 

To summarize, the last 30 years or so have seen the 
conquest of three of the four common cardiac infections. 
Rheumatic fever alone remains a considerable source of 
disability ; the position in thyrogenic heart disease is very 
favourable ; cardiac surgery has revolutionized the outlook 
in congenital heart disease and in some acquired valve 
lesions ; and in hypertension, though the causes are still 
largely unknown, there is promising symptomatic treatment. 
Coronary disease has become the great problem of the day. 


PERSISTENCE OF 
URINARY OESTROGEN EXCRETION 
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The development of a new and accurate method for the 
separate estimation of urinary oestrone, oestradiol-!7f, 
and oestriol (Brown, 1955a) made it possible for us to 
measure the amounts of these compounds in urine from 
a series of patients with cancer of the breast, to follow the 
effects of endocrine ablation on their urinary oestrogen 
levels, and to show that oophorectomy and adrenalec- 
tomy do not necessarily abolish oestrogen excretion. 
This study is based on the results of 500 oestrogen esti- 
mations from 40 patients. 


Methods 


Twenty-four-hour specimens of urine were collected, 
without preservative, and the amounts of oestrone. 
oestradiol-178, and oestriol were estimated in duplicate 
200-ml. aliquots by Brown’s method. We have obtained 
evidence (Brown et al., 1957) that the method is consider- 
ably more sensitive than the author originally claimed. 
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About | ug. of oestrone or oestradiol-178 and 1.5 yg. of 
oestriol a day have been taken as the lower limits ; ‘values 
below this are recorded as zero. 

Phenolphthalein, which is used in a wide variety of 
aperients, interferes with the method (Brown, unpub- 
lished work). We have found that oestradiol-178 cannot 
be measured in the urine of patients receiving stilb- 
oestrol. Ocstrogen values in urine from patients 
treated with testosterone do not reflect endogenous secre- 
tion, since some conversion of testosterone to oestrogen 
has been demonstrated (see, for example, West er al., 
1956). 

The two new oestrogens isolated by Marrian and 
Bauld (1955) and by Watson and Marrian (1955) cannot 
be estimated by Brown's method. The significance of 
these compounds as an additional measure of , endo- 
genous oestrogen production has not been evaluated. 

The validity of any conclusions concerning the produc- 
tion of oestrogens in the body derived from the amount 
of oestrogen excreted in the urine may be questioned, 
for we have no definite knowledge of the nature and 
amount of circulating oestrogen ; the nature, action, and 
metabolism of the primary hormone, or the differences 
in “ target-organ ” sensitivity. There is, however, indirect 
evidence that different levels of oestrogen excretion 
reflect differing levels of production, for there is close 
agreement between changes in the urinary oestrogen 
levels and the physiological sequence of the normal 
menstrual cycle and of pregnancy and lactation (Brown, 
1955b, 1956). A significant correlation has been demon- 
strated between oestrogen excretion and the degree of 
oestrogenic stimulation of the vaginal mucosa as judged 
by the vaginal smear technique (Bulbrook et al., 1955). 

In this survey, with the exception of No. 2 (Fig. 2), 
all urine specimens examined were obtained from 
women with metastatic breast cancer. 


Excretion Following Oophorectomy in Pre-menopausal 
Women 


Women who were menstruating regularly are described as 
“ pre-menopausal.” The ovaries produce oestrogen during 
the menstrual cycle ; their removal should therefore reduce 
urinary oestrogen levels. An example of this is shown 
(Fig. 1). This 
patient had pre- 
viously menstru- 
ated regularly, and 
the first pre- 
operative specimen 
was obtained on 
the ninth day of 
the cycle, which 
proved to be ab- 
normal, as men- 
struation _ started 
on the eighteenth 
day and continued 
until operation five 
days later. The 
amount of oestro- 
gen excreted in the 
pre-operative 
Fic. 1.—Excretion of oestrogen before period, however, 
and after oophorectomy. Patient |, aged was normal until 


49; pre-menopausal. Bleeding shown by , = 
horizontal bar. In Figs. 1 and 3-7 the bleeding started 


TOTAL OESTROGEN: PG/24 HOURS 


day of operation (day 0) is indicated by a according to the 

vertical arrow, The ntvioaat paver figures given by 

ents of oestrogen excreted making up the Brown (1955b) and 

total are denoted thus: black shading = 

oestrone; dotted area = oestradiol ; white 
= oestriol. 


our own controls. 
The pattern of ex- 


cretion—that is, the relative amounts of oestrone, oestradiol- 
178, and oestriol—was also normal. Oophorectomy reduced 
the oestrogen excretion of this patient to a third of the pre- 
operative level, mainly at the expense of the oestriol fraction. 
Similar results were obtained before and after operation in 
a second pre-menopausal woman, but in this case rather 
more oestrogen than usual was excreted at the beginning of 
the luteal phase of the cycle. 


Excretion in Menopausal and Post-menopausal Women 

We have defined the “menopause” as the three-year 
period after the cessation of menstruation ; women who have 
not menstruated for at least three years are designated as 
“ post - menopaus- 
al.” There are al- 
most no published 
data on the excre- 
tion of oestrogen by 
normal post-meno- 
pausal women. 
In one volun- 
teer from whom 
we have been able 
to obtain serial 
urine specimens 
there was evidence 
of a cycle of oes- 
trogen excretion 
shortly after the 
cessation of men- 
struation (Fig. 2), 
although’ the 20 30 40 10 20 30 
amount _ excreted 
was sub-normal Fie. of 
when compared none B=9 months 
with that in the after last period. 
menstrual cycle. 


Six months later excretion became irregular, with no 
evidence of a cyclic rise and fall. It is possible that this 
cyclic excretion is a general occurrence of the beginning of 
the menopause, 

The effect of oophorectomy on the excretion of oestrogen 
by a woman who had ceased to menstruate (as a result of 
palliative x-ray treatment) shortly before operation is shown 
in Fig. 3. In the 16 days after operation this patient excreted 
a good deal more oestrogen than in the pre-operative period ; 
three months later oestrogen excretion had ceased. Seven 
months later oestrogen was again present in the urine in 
quantities greater than those found before operation. 

A second menopausal patient ceased to excrete oestrogen 
directly after oophorectomy. Only two estimations were 
carried out, and in the absence of further specimens it was 
not possible to ascertain whether there was a return of 
oestrogen excretion. 

Three post-menopausal women subjected to oophorectomy 
were studied. In one there was no change in the pattern or 
the amount of oestrogen excreted ; in the second there was a 
slightly increased amount of oestrogen excreted in the 13 
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Fic. 3.—Excretion of oestrogen before and after oophorectomy. 
Patient 3, aged 45; menopausal. 
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post-operative days (Fig. 4). The third post-menopausal 
woman studied over a similar period showed an identical lack 
of response to oophorectomy. 

Table I shows the amounts of oestrogen excreted by 14 
patients at various times after removal of the ovaries. In 
all cases oestrogen 
was excreted fol- 
lowing oophorec- 
tomy, but the 
amounts were very 
much lower than 
those recorded in 
5 the menstrual cy- 

cle. In most cases 

there is a consider- 

] able fluctuation in 
the day-to-day ex- 

1 cretion (see range 
recorded in patients 
C, D, G, and N). 

This indicates that 


22 
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estimations on 
a single 24-hour 
specimen of urine 
are not likely to 
give a clear picture 
of the general level 
of excretion. A 
single negative re- 
sult is valueless, In 
this small series 
the amount of oes- 
trogen excreted was 
independent of age 
or the time after 
oophorectomy. 
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Fic. 4.—Excretion of oestrogen before 
and after oophorectomy. Patient 4, aged 
§2; post-menopausal 


Taste |.—Excretion of Oestrogen after Oophorectom) 


= Oestrogen Excretion (ug. in 24 Hours) 
2 Oestrone Oestradiol Oestrio! 
2 Za Range Mean Range Mean Range Mean 
A 35 %6 4 /00-24 09 00 00-43) 13 
B 38 6 4 00-19) 13 008-28 O7F7 00-41 23 
Cc 38 89 10 0-0-18-6 32 00 47 14 #17-110 
D 4i i 6 00 62 18 #OO8-121 23 00 58 35 
E 43 6 a 20-80 ‘49 15-60 43 36 55 45 
F 43 17 2 44 14 2-7 
G 49 1-2 19 00-30, 15 OO 15 10 00-105) 26 
H 0-26 64 O8- 29 %16 25 06) 00-67) 10 
it 8.9 6 00. 46 20 13, 00-19) 06 
J@ 52 1 1 (00-61 23 0-0 | 71-164 
50 66 00-24 10 OO 16 82-95 89 
L $2} 11-12) 13 | OO $-3/ 2-2 00 00-36 08 
M | 53) 1-2 IS 00 61, 19 O8- 22 O8 OO 47); 35 
N 70 I 3 00 54 24 00-30 14 #OO-150 54 


Excretion Following Oophorectomy-adrenalectomy 


Oestrogen excretion was measured in two patients who had 
both ovaries and one adrenal gland removed at operation, 
and the second adrenal gland removed about 10 days later. 
In Case 5 the patient was menopausal. Excretion was erratic 
from day to day (Fig. 5), but the proportions of oestrone, 
oestradiol-178, and oestriol were normal compared with those 
found in the menstrual cycle. After removal of both ovaries 
and one adrenal gland oestrogen excretion had ceased by the 
sixth day, but by the twelfth day small amounts of oestrogen 
could be detected in the urine. After removal of the second 
adrenal there was a transient but marked increase in oestrogen 
excretion, followed by a fall to zero. However, nine weeks 
later oestrogen excretion was at about pre-operative level. 
A second patient was 20 years post-menopausal, and in more 
than one-third of the number of specimens obtained before 
operation no oestrogen could be detected. Bilateral 
oophorectomy and unilateral adrenalectomy were followed 
by a sharp increase in oestriol excretion to 10 »g. on the day 
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after operation, but, unlike the preceding case, the level of 
excretion did not fall to zero until after the removal of the 
second adrenal gland. Death followed four days after the 
second operation. 


36 32 28.24 2016 12 8 4 0 4 8 12 16 20 6 65 


Fic. S.—Excretion of oestrogen before and after oophorectomy- 
adrenalectomy. Patient 5, aged 48: menopausal 
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Excretion Following Adrenalectomy 


Three adrenalectomy cases are shown in Figs. 6, 7, and 8. 
in two it is difficult to assess the effects of the operation 
because an insufficient number of pre-operative specimens 
were examined. With this reservation in mind it should be 
noted that Case 6 excreted twice as much oestrogen after 
adrenalectomy as before (Fig. 6). Three months later 
oestrogen was still present in the urine. Almost a year after 
adrenalectomy the amount of oestrogen was practically 
double the pre-operative level. There was a change in the 
excretion pattern, previously characterized by the complete 
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Fic. 6.—Excretion of oestrogen before and after adrenalectomy. 

Patient 6, aged 37. Oophorectomized 13 months before 

adrenalectomy. 
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Fic. 7.—Excretion of oestrogen before and after adrenalectom 
Patient 7, aged 43. Oophorectomized 2$ years before advensb- 
ectomy. 
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absence of oestriol, since after a year this compound was the 
main excretion product. In Case 17 there was a reduction 
IN Oestrogen excretion after adrenalectomy. Intermittent 
estimations showed an occasional zero titre (Fig. 7). Eight 
months after operation the amount of oestrogen found was 
higher than the pre-operative level, but three months later 
almost no oestrogen could be detected. The change in the 
oestrogen excretion pattern was similar to that in Case 6. 
Oestrone, oestradiol-178, and oestriol were found in the pre- 
Operative specimens, but oestriol was completely absent 
immediately after adrenalectomy. Eight months later oestrio! 
again predominated. 

No specimens were obtained before operation from the 
third adrenalectomized patient (Fig. 8). On three occasions 
the amounts of oestrogen excreted were comparable with 
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DAYS AFTER ADRENALECTOMY 


Fic. 8.—Excretion of oestrogen after adrenalectomy. Patient 8, 
aged 44. Oophorectomized 14 months before adrenalectomy. 


those in the menstrual cycle (25, 52, and 36 “g. per 24 hours). 
This patient was not receiving testosterone. The extreme 
variation in the oestrogen excretion is shown by the fact that 
three days-after an output of 36 »g. in 24 hours, no oestrogen 
was detected. 

In one further case adrenalectomy reduced a mean pre- 
operative level of 12 »g. a day to zero in two specimens 
available before death. 

Further studies limited to the post-adrenalectomy period 
are shown in Table II; this does not include post-operative 
figures of Cases 6, 7, and 8 already reported. 


Taste Il.—Excretion of Oestrogen after Adrenalectomy in 
Previously Oophorectomized Patients 
Oestrogen Excretion (ug. in 24 Hours) 
2 2 - - — — 
Oestrone | O6estradiol Oestriol 
$36 33 Range Mean Range Mean Range Mean 
laalst | 4143251 0020/05; 00 
{13 4 0-0 100 oo16 | 
P | 43 2 00 | 00 0-0 
R 45 12 7 0-0 00 0-0 
s JS 16 7 00-15 | 10) 00-38 10 0052 04 
| 18 17-0 
T St | 5 0-0-5-2 15 | 0061 ' 30 002°5 
U 62 17 5 1-7-45 | 2:3 | 0-0-3-2 12 00 
* On testosterone. 
A consideration of the post-adrenalectomy levels of 


oestrogen excretion in Table II and in Figs. 6 to 8 shows that 
oestrogen excretion by patients in this survey was generally 
not abolished by the operation. In only one case (P in 
Table II) was a consistent absence of oestrogen established 
over the period studied. Conclusions regarding continuation 
or cessation of oestrogen production in a patient after 


adrenalectomy cannot be based on a single estimation. Serial 
estimations over long periods are essential ; this is clearly 
demonstrated in Fig. 7. 

A separate series of eight patients after oophorectomy and 
adrenalectomy is at present being investigated. In this group 
—+referred to later as the “ new series "—oestrogen excretion 
is determined each month on a 24-hour specimen of urine 
brought to an out-patient clinic. Two of these patients, from 
each of whom five specimens have been examined, were not 
excreting oestrogen. In 9 of 24 specimens obtained from the 
remaining six patients, amounts of oestrone varied from 1.1 
to 3.7 wg. per 24 hours ; trace amounts of oestradiol-178 were 
found in three specimens and of oestriol in one specimen 
only. 

Discussion 

The main conclusion to be drawn from the results in this 
series of patients is that oestrogen excretion continues after 
oophorectomy and is not necessarily abolished by subsequent 
adrenalectomy. It is well established that endocrine ablation 
results in a temporary remission in some cases of mammary 
cancer. It remains to be determined whether the levels of 
oestrogen after oophorectomy and oophorectomy-adrenalec- 
tomy are correlated with the patient's clinical course. 

Dao (1953) and Smith and Emerson (1954), using a bio- 
logical assay, have detected oestrogen in the urine of 
oophorectomized women. Struthers (1956) has often found 
positive vaginal smears in such women. These findings agree 
with our results. 

The extra-ovarian source of oestrogen is thought to be the 
adrenal glands. In addition to the evidence reviewed by 
Paschkis and Rakoff (1950) this concept is supported by 
reports that oestrogen excretion shows a transient rise after 
the injection of corticotrophin in oophorectomized women 
(Brown, unpublished results), after burns in men (Heller, 
1944), and after oophorectomy in post-menopausal women 
(Smith and Smith, 1944). We have found that oestrogens, 
17-ketosteroids, and ketogenic steroids rise together after 
prostatic biopsy. The reaction of the adrenal glands to 
stimulation by corticotrophin best explains the post-operative 
increases in oestrogen excretion shown in Figs. 3 and 4. The 
increase noted in Fig. 5 after the removal of the second 
adrenal gland supports the pathological evidence that in this 
patient the first adrenal was incompletely removed at opera- 
tion. 

If the adrenal glands are the main source of extra-ovarian 
oestrogen, the immediate effect of adrenalectomy should be 
the reduction or abolition of oestrogen excretion. We have 
only a few estimations in the period immediately after 
adrenalectomy, but in these cases (Figs. 5 to 7) oestrogen 
excretion fell to zero shortly after the operation. The fall 
to zero seems to be a temporary effect. Case 5, after an 
initial fall in oestrogen level, was excreting considerable 
quantities nine weeks after oophorectomy and adrenalectomy. 
In addition, with four exceptions (P and R in Table II and 
two patients in the “ new series ) all patients studied excreted 
oestrogen in the urine at various times after adrenalectomy. 

These results agree with the finding of positive vaginal 
smears in oophorectomized and adrenalectomized women, 
reported by Struthers (1956); but Dao (1953), using a bio- 
assay method, was unable to detect oestrogen in the urine of 
such patients. 

The oestrogen excreted may originate inter alia from diet 
or from cortisone metabolism. It seems most unlikely that 
these are important sources, since two of nine patients, all 
on fairly standard diet and on similar maintenance doses of 
cortisone, failed to excrete any oestrogen, and in two of the 
eight out-patients no oestrogen could be detected. Adrenal 
gland tissue not removed at operation and accessory adrenal 
tissue (Graham, 1953; Falls, 1955) are more likely sources 
of the oestrogen found in some patients after adrenalectomy. 

One patient was treated with adrenocorticotrophin (100 
units of corticotrophin gel, intramuscularly, daily for three 
days) in an attempt to test for the presence of adrenal tissue, 
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but no stimulation of oestrogen excretion was observed. This 
test may be of doubtful value as an index of the capacity of 
the remaining adrenal tissue to secrete oestrogens. After 
adrenalectomy, with relatively low doses of oral cortisone, 
it is possible that the secretion of endogenous corticotrophin 
is sufficient to cause maximal or near maximal secretion rate 
by any remaining adrenal tissue. Exogenous corticotrophin 
would thus be likely to have little or no effect. 

Taylor et al. (1949) found elevated corticotrophin levels 
in the blood of untreated patients with Addison's disease, and 
the levels did not return to normal with maintenance doses 
of cortisone (Sydnor ef al., 1953). It is well known that the 
level of urinary 17-ketosteroids and ketogenic steroids found 
in patients with Addison's disease cannot be elevated by 
administration of corticotrophin. On the other hand, Sayers 
(1955) has reported that the high level of corticotrophin in 
adrenalectomized patients is reduced by treatment with corti- 
sone. 

Whatever the origin of the urinary oestrogen found in 
some of our patients after oophorectomy and adrenalectomy 
may be, its immediate source is the oestrogen of the circulat- 
ing blood. The hypothesis of oestrogen independence is 
often invoked when a breast cancer recurs in the absence of 
those endocrine organs assumed to produce oestrogen. The 
observations recorded in this paper strongly suggest that 
oestrogen independence cannot be assumed until oestrogen 
excretion has been fully investigated 


Summary 


A chemical method has been applied to a study of 
urinary oestrogen levels of patients undergoing bilateral 
oophorectomy or bilateral adrenalectomy for metastatic 
breast cancer. Oophorectomy reduced oestrogen excre- 
tion in premenopausal women but had no effect after 
the menopause. Adrenalectomy carried out after 
oophorectomy did not always abolish oestrogen 
excretion. 

It is concluded that, since oestrogen excretion con- 
tinues after oophorectomy and may continue after 
adrenalectomy, failure to respond clinically to these 
operations is not necessarily due to the oestrogen 
independence of the tumour. 


We are indebted to Dr. E. F. Scowen and Dr. H. E. Archer 
for arranging the supply of urine specimens, and to Professor 
C. H. Gray for specimens from two patients. We thank Mr 
D. H. Patey and Dr. J. D. N. Nabarro for permission to report 
on the preliminary results of joint work on the “ new series ” of 
patients 
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It has been shown that patients with breast cancer may 
continue to excrete oestrogen in the urine after oophor- 
ectomy, adrenalectomy, or hypophysectomy (Green- 
wood and Bulbrook, 1956). The detailed results of the 
effects of the first two operations are published at page 
662 in this issue (Bulbrook and Greenwood, 1957). The 
present paper, based on over 200 estimations on speci- 
mens from ten women and one man, describes the effect 
of hypophysectomy on urinary oestrogen excretion 

Method.—The method of Brown (1955a) was used to 
determine the amounts of oestrone, oestradiol-178, and 
oestriol in duplicate aliquots from 24-hour specimens 
of urine. Generally, 200-ml. aliquots were taken, but 
with very dilute post-hypophysectomy urine 400-ml. 
aliquots have occasionally been analysed. The accuracy, 
precision, sensitivity, and specificity of the method have 
been described by Brown, Bulbrook, and Greenwood 
(1957a). The specificity of the method has been checked 
in the urines obtained from one patient after hypophys- 
ectomy. There was a close agreement between chemical 
and biological assays of the urine in this patient (Bul- 
brook, Greenwood, and Williams, to be published). In 
some patients after hypophysectomy, maintained on 
cortisone, the levels of oestriol may be underestimated 
owing to interference in the final colour reaction. This 
interference is removed by an extra purification step 
involving saponification of the oestrogen fractions 
(Brown, Bulbrook, and Greenwood, 1957b). 


Results 
In all cases described in this paper the pituitary gland 
was removed surgically and the pituitary fossa was filled 
with Zenker’s solution. The effect of hypophysectomy on 
the urinary oestrogen excretion of 10 patients is summarized 
in the Table. 


Effect of Hypophysectomy on Urinary Oestrogens 


Oestrogen Excretion Oestrogen Excretion 
Before Hypophysectomy 2 After Hypophysectomy 
(ug. 24 Hours) (ug. 24 Hours) 
O D T | O D T Total 
1| 100/19 | 46 | 49 |19 | | 03 | 39 | 67 
2 10); 29 1-2 49 9-0 9 1-6 29 24 69 
3 0 | O9 0-3 5-7 69 6 08 0-0 40 48 
4) 19 46 90 a 0-0 0-0 0-0 0.0 
0-5 04 
$1. 3/00 | oo | os jos | 10 | | 00 | 16 
°° > J 7 0-3 0-0 0-0 03 
7 22 19 0-2 1-7 38 60 06 
& 19 0-4 0-0 23 13 0-8 2:3 71 10-2 
9 7 0-8 18 56 8-2 8 03 0-3 11-0 11-6 
f $ 1-3 0-6 1-5 3-4t 
10, 7) 09 | 00 | 00 | 09 4/13 | oo | 00 | 00 | 00° 
- 29 2-6 1-2 0-8 46 


* Estimations immediately after castration. 

+ On testosterone. 

t Estimations immediately after.bypophysectomy 

The figures in this table refer to the mean excretion of O 
D ~cestradiol-178, T 


oestrone, 
oestriol, and their sum, the total amount of oestrogen 


excreted, expressed in wg. per 24 hours. 


| 
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The results fall roughly into three groups. The first 
consists of patients in whom hypophysectomy had virtually 
no effect on the total amount of oestrogen excreted. 
Patient 1, aged 41, ceased menstruating nine months before 
hypophysectomy. The amount of oestrogen excreted before 
operation (presumably of adrenal origin) fluctuated widely 
from day to day (Fig. 1), but the relative amounts of 
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Fic. |.—Excretion of oestrogen before and after hypophysectomy. 


Patient |, aged 41; menopausal. (In all four graphs the ordinate 

shows the number of days or weeks before and after operation, 

the day of the operation being taken as day 0 and indicated by 

the vertical arrow. Height of vertical columns shows total 

amount of oestrogen excreted in 24 hours. Individual compon- 

ents are: black shading = oestrone, dotted area = oestradiol, white 
area = oestriol.) 


oestrone, oestradiol, and oestriol were normal compared 
with the proportions found during the normal menstrual 
cycle (Brown, 1955b). After operation there was no change 
either in the pattern or in the amount of oestrogen excreted. 

Patient 2, aged 39, was oophorectomized nine months before 
hypophysectomy. While there was little change in the total 
amount of oestrogen excreted after operation, a change in 
pattern occurred in that oestrone and oestriol were excreted in 
smaller amounts while the excretion of oestradiol increased. 
Patient 3, aged 45, was oophorectomized two years before hypo- 
physectomy. After removal of the pituitary gland there was no 
significant change in either the pattern of excretion or the 
amount of oestrogen excreted. 

The second group (Nos. 4-7) consists of patients who 
excreted either no oestrogen or only trace amounts after 
hypophysectomy. Patients 4 (Fig. 2) had not been 
previously oophorectomized, and the pre-operative level of 
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ectomy. Patient 4, aged 60; post-menopausal. 
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excretion seemed high for a woman aged 60. Abnormal 
amounts of oestradiol-178 (relative to the amounts of 


oestrone and oestriol) were found in these specimens. After 
hypophysectomy no oestrogen could be found in the four 
specimens of urine available for analysis. 


Patient 5, aged 50, had been oophorectomized three years 
before hypophysectomy. Twenty-four specimens of urine ob- 
tained intermittently over a period of 16 months before 
operation contained little oestrogen (mean=3.2 «ug. total oestro- 
gen per 24 hours), and in the single specimen of urine available 
after hypophysectomy no oestrogen could be detected. Since 
only one analysis was possible this patient has not been included 
in the Table. 

Patient 6, a man aged 58, had been castrated six months before 
hypophysectomy. Immediately after castration an average 
amount of 11.3 yg. total oestrogen per 24 hours was excreted 
over an cight-day period, but just before hypophysectomy only 
trace amounts of oestrogen—that is, amounts approaching the 
limit of sensitivity of the method—could be detected in the 
urine. One month after hypophysectomy trace amounts of 
oestrone and oestriol were found in two of four specimens of 
urine. 

Patient 7, 


aged 48, was oophorectomized 11 months before 
hypophysectomy. After the latter operation 2 ng. of oestrone 
was found in one of six specimens. Later, appreciable amounts 
of oestrogen were found in the urine, but this oestrogen was 
almost certainly derived from administered testosterone (see, 
for example, West et al., 1956). 


The third group is made up of patients who showed an 
increased excretion of oestrogen after hypophysectomy 
(Nos. 8, 9, and 10). 


Patient 8, aged 49, was oophorectomized three months before 
hypophysectomy. Only three specimens of urine were obtained 
before operation, and it is possible that the amount of oestrogen 
in these specimens may not have given a true picture of the 
functional activity of the adrenal glands. After removal of the 
pituitary gland this patient’s oestrone excretion dropped to half 
the pre-operative level, but oestradiol excretion increased four- 
fold, and oestriol, absent in the pre-operative specimens of urine, 
was found in appreciable amounts (Fig. 3). 

Patient 9, aged 46, was oophorectomized six months before 


hypophysectomy. Post-operatively the oestrone and oestradiol 
levels fell but the amount of oestriol excreted was almost 
doubled. 


In Patient 10, a post-menopausal woman aged 64, hypophys- 
ectomy caused a temporary increase in oestrogen excretion. In 
four of seven specimens obtained before operation 1.5 to 2 pg. 
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Fic. 3.—Excretion of oestrogen before and after hypophysectomy. 
Patient 8, aged 49; previously oophorectomized. 
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of oestrone per 24 hours was found. Twelve days after hypo- 
physectomy amounts of oestrogen ranging from 2.7 to 7.4 »g. 
(cotal oestrogen per 24 hours) were found in five of six speci- 
mens. In nine subsequent assays no oestrogen could be detected 
in the urine 

The last patient, (No. 11, Fig. 4) cannot be grouped with the 
preceding ten since no pre-operative assays were carried out 
However, specimens of urine were obtained intermittently 
between 8 and 11 months after hypophysectomy. This patient, 
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Fio. 4.—Excretion of oestrogen after hypophysectomy. Patient 
11, aged 48; menopausal. DXR = deep x-ray treatment. 


aged 48, with intact ovaries and adrenal glands, excreted between 
1 amd 12 xg. of total oestrogen per 24 hours over most of this 
period. After x-ray treatment there appeared to be a steady 
decline in the amount of oestrogen excreted, and in the last three 
specimens of urine available before death no oestrogen could 
be detected. 

Discussion 


The results show that oestrogen excretion continued after 
hypophysectomy in 7 of 11 patients in this series. If the 
secretion of oestrogen is controlled solely by the pituitary 
gland the simplest explanation of these results is that in 
only four cases (Nos. 4, 5, 6, and 7) was hypophysectomy 
effective in lowering the amount of circulating trophic hor- 
mones below that required for the continued secretion of 
oestrogen by the target organs. In the remaining cases 
enough pituitary tissue may have been left at operation 
to enable the target organs to function at an unchanged 
rate (Patients 1, 2, and 3), or rapidly regenerating tissue 
may have been responsible for an excessive production of 
trophic hormones to account for the increased excretion 
of oestrogen seen in Patients 8 and 9, and occurring tem- 
porarily in Patient 10. 

An additional factor which may account for some part 
of the continued secretion of oestrogen is the presence of 
accessory pituitary tissue, which is often found in man 
(see Melchionna and Moore, 1938; Boyd, 1956). From a 
comparison of the histological appearance of this tissue in 
the presence and absence of the pituitary, Miiller (1956) 
concluded that pharyngeal pituitary tissue in man after 
hypophysectomy is capable of secretory activity. 

It is unlikely that the continued secretion of oestrogen 
was due to incomplete atrophy of the adrenal glands at 
the time the oestrogen estimations were carried out. Judged 
by 17-oxysteroid production, adrenal atrophy is complete 
within nine days (Luft et al., 1955), but it is possible that 
different mechanisms for the synthesis of the various 
adrenal hormones may be differentially affected by removal 
of the pituitary gland. Most of the estimations were carried 
out at least three weeks after the removal of the pituitary, 
and Patient 11 was excreting oestrogen almost a year after 
operation, 
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Whatever the source of the oestrogen found in the urine 
of these patients, and whatever the factors controlling 
oestrogen secretion, it is clear that some caution must be 
exercised before the failure of a patient to respond clinically 
to hypophysectomy is ascribed to hormone independence 
of the tumour. Hormone independence cannot be assumed 
without appropriate measurement of hormone secretion. 


Summary 


In 4 of 10 patients little or no oestrogen was found 
in the urine after hypophysectomy. Three patients 
showed unchanged levels of oestrogen excretion and 
three showed increased levels. Yet another patient 
studied almost a year after operation was excreting 
appreciable amounts of oestrogen. 

Since 7 of the 11 patients continued to excrete oestro- 
gen after hypophysectomy, it cannot be safely assumed 
that a breast cancer is hormone-independent if, follow- 
ing operation, there is no favourable clinical response. 


We are indebted to Dr. H. E. Archer and Dr. E. F. Scowen, 
of St. Bartholomew's Hospital, for arranging the supply of 
specimens of urine from nine patients, and to Mr. A. Dickson 
Wright, of St. Mary’s Hospital, for specimens from two patients. 
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In addition to their clinical interest the well-defined 
neurological syndromes which occur in the course of the 
acute specific fevers form a useful starting-point for a 
consideration of the aetiology and pathogenesis of similar 
syndromes encountered in other clinical contexts. There 
is, for example, a well-recognized resemblance between 
post-exanthematous encephalitis and the similar illnesses 
which sometimes complicate Jennerian vaccination 
(Miller, 1953a) and other prophylactic inoculations 
(Miller and Stanton, 1954a). It is tempting also to 
speculate on possible relationships between these syn- 
dromes and other acute demyelinating diseases in which 
no such clear-cut aetiological agent is evident, and to 
compare such naturally occurring forms with the 
examples of demyelinating encephalitis which have been 
produced in experimental animals. It is our purpose in 
the present paper to compare and contrast these various 
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syndromes to see if we may reach any valid conclusions 
regarding the underlying pathogenetic mechanisms 
involved. 


Complications of the Acute Specific Fevers 


At the outset of this study we became aware of the paucity 
of reliable information about the natural history of neuro- 
logical complications of the acute specific fevers, which con- 
stitute the paradigm of this group of diseases, and our first 
step was to review the available world literature on this 
subject. The results of this study, comprehensive in the case 
of measles, chicken-pox, and rubella, and less exhaustive but 
fairly complete in mumps, scarlet fever, and pertussis, are 
now complete (Miller, Stanton, and Gibbons, 1956). From 
this work we have been able to obtain a fairly clear picture 
of the forms which these complications may take. We have 
few valid figures regarding their incidence, but a good deal 
of reasonably reliable comparative information about their 
clinical features, natural history, prognosis, and sequelae. 
From a consideration of the relatively few fatal cases which 
have been adequately studied and reported we have also 
gained useful information concerning the march of histo- 
pathological changes involved. 

If for a moment we consider only the neurological com- 
plications of measles, varicella, and rubella, on which our 
information is more complete, we can say that in all three 
fevers about 90°, of neurological complications take the 
form of encephalitis or encephalomyelitis, the small minority 
comprising examples of uncomplicated myelitis or poly- 
radiculitis. The average latent period between the appearance 
of the rash and the onset of encephalitis is from four days 
rubella) to six days (varicella). In each disease polyradi- 
culitis has an average latent period twice as long as that of 
encephalitis, myelitis occupying an intermediate position. 
Occasionally, and especially in rubella, encephalitis precedes 
the rash, but this has not been recorded in the case of 
myelitis or polyradiculitis. There is no correlation, positive 
or negative, between the severity of the exanthem and the 
appearance of encephalitis. Both sexes may be affected, but 
the sex ratio varies somewhat between the three diseases, 
while all these neurological complications are much commoner 
in the older subjects of the exanthemata—for example, over 
10 years of age. Only in the case of measles are the data 
adequate for a reliable assessment of incidence, and in this 
disease encephalitis probably complicates | in every 1,000 
cases : the incidence in rubella is almost certainly less. The 
mortality in measles and rubella encephalitis is about 20%, 
that of varicella encephalitis 10%. 

Most often these encephalitic illnesses begin abruptly with 
convulsions followed by coma. Rather less frequently there 
is a gradual lapse into stupor. A rise of temperature usually 
accompanies the onset, and the neurological picture is poly- 
morphic, some of the signs being transient and others more 
persistent. Hemiplegia, tetraplegia, ataxia, involuntary 
movements, retention of urine, cranial nerve palsies, and 
meningism are all common findings, and it is not possible to 
distinguish on neurological grounds between the encephalitis 
of measies and that of rubella or varicella. However, in the 
latter form coma, convulsions, hemiplegia, and extensor 
plantar responses are all comparatively less common, while 
ataxia and nystagmus are seen more than twice as often as 
in measles or rubella. The spinal fluid may be normal 
throughout, but often shows a lymphocytic pleocytosis, 
occasionally with a slight rise of protein content. When 
death occurs in para-exanthematous encephalitis, it usually 
takes place within three days, and practically always within 
a week of the onset. In surviving cases, a remarkable degree 
of recovery is usual, and 80% of surviving patients show no 
disability by the end of six weeks. Sequelae are more 
common in younger patients, and except for residual hemi- 
plegia or paraplegia are more often psychiatric than neuro- 
logical. The lowest incidence of sequelae appears to be after 
rubella encephalitis, though this may be in part due to 
the fact that this form of encephalitis, like the initiating 
exanthem, has the highest age incidence of the three. 


Myelitis, both transverse and ascending in type, has been 
reported in measles, varicella, and rubella, also polyradi- 
culitis, clinically indistinguishable from “acute infective 
polyneuritis * and in many cases showing the cyto-albumino- 
logical dissociation in the spinal fluid characteristic of the 
Landry—Guillain-Barré syndrome. Good recovery is usual 
in both the polyradicular and the myelitic forms, though the 
latter may have a mortality of up to 20° and occasionally 
results in a severe residual paraplegia. 


Pathological Findings in Fatal Cases 


The reports of pathological findings in fatal cases of 
encephalitis complicating measles, varicella, and rubella 
describe acute lesions disseminated throughout the nervous 
system, beginning with congestion and oedema and ending, 
if the patient survives long enough, with the fully developed 
picture of perivenous infiltration and demyelination (peri- 
venous encephalomyelitis). These changes cannot be rigidly 
correlated with the severity or duration of clinical symptoms, 
but they do reveal a fairly well defined progression, which 
can be reconstructed by a consideration of material drawn 
from patients dying at varying intervals after the onset of 
encephalitic symptoms. The initial change in the brain 
appears to be congestion, followed within a few hours by 
patchy swelling in the walls of the smaller venules and their 
mural infiltration with mononuclear.cells. Patchy perivenous 
oedema, which may progress to haemorrhage, follows 
rapidly. 

In fulminating illnesses these changes give rise to rapidly 
fatal cerebral purpura, but in progressive cases perivenous 
infiltration with lymphocytes and microglial elements is seen, 
followed by demyelination. Such changes may be en- 
countered within 48 hours of the clinical onset, and a few 
days later fat phagocytosis ensues, leaving demyelinated 
areas which may appear confluent. These changes affect 
mainly the white matter of the nervous system (leuco- 
encephalitis), while nerve-cell changes are much less constant 
and may indeed be absent throughout. Valuable informa- 
tion is provided by the reports of Malamud (1939) and Van 
Bogaert (1949) on cerebral histopathology in three patients 
dying from unrelated causes some years after measles 
encephalitis. Van Bogaert interpreted the findings in his case 
as revealing no residual pathological evidence of the preced- 
ing encephalitis, which must have arisen on the basis of 
entirely reversible changes, while Malamud found only well- 
defined areas of demyelination, non-progressive and with no 
sign of the extending fibrous gliosis characteristic of dis- 
seminated sclerosis. 

Pathological evidence is not available in polyradiculitis 
complicating these fevers, but in myelitic cases both diffuse 
perivascular demyelinating lesions and focal vascular occlu- 
sions have been described, the latter possibly based on the 
arteritic lesions which are so common a histopathological 
feature of this group of disorders. 

We have also found some evidence (Miller ef al., 1956) 
that a clinically and pathologically identical triad of encepha- 
litis, myelitis, and polyradiculitis is occasionally encountered 
as a complication both of mumps and of scarlet fever. In 
both these diseases, however, such syndromes are much less 
frequent than a benign lymphocytic meningitis. In the case 
of scarlet fever, the situation is further confused by a 
group of neurological complications arising on the basis of 
secondary factors such as venous thrombophlebitis and renal 
hypertension. There can be no doubt, on the other hand, 
that the neurological complications of pertussis fall into an 
entirely separate class, radically different both clinically and 
pathologically from the perivenous demyelinating encephalo- 
myelitis characteristic of measles, varicella, and rubella. 


Syndromes Following Non-specific Infections 
In comparing these para-exanthematous syndromes with 
other forms of encephalitis, myelitis, and polyradiculitis, we 
will leave aside both the virus , and also such 
entities as syphilitic myelitis, Wi @omsider primarily 
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those forms which fall within the group of acute disseminated 
encephalomyelitis, the diagnostic criteria of which were 
formulated in a classical paper by McAlpine (1931). These 
include forms of encephalitis, encephalomyelitis, myelitis, and 
neuromyelitis optica (Devic’s disease) arising after compara- 
tively trivial non-specific infections, body-chilling, mild or 
surgical trauma, or on occasion without any apparent 
external provoking factor. Such diseases are not very un- 
common, and manifest themselves by an acute onset with 
coma or stupor in encephalitic forms, and rapidly increasing 
signs of spinal-cord damage in the myelitic forms, which 
may be transverse or ascending in type. After progressing 
for a period which varies from a few days to a few weeks, 
the condition becomes stationary and subsequent recovery is 
often surprisingly complete, although sequelae such as hemi- 
plegia, paraplegia, or symptomless extensor plantar responses 
may be demonstrable. The mortality in encephalomyelitic 
types is between 20 and 30 

It is interesting that in these spontaneous forms recurrence 
has often been observed (Miller and Evans, 1953; Miller 
and Gibbons, 1954), whereas it has never been reported in 
those cases arising in relation to the specific fevers. It is 
possible, however, that relapse may occasionally occur in 
the latter, and Sir Russell Brain (1956, personal communica- 
tion) has seen this in a case of mumps polyradiculitis. 
Neuromyelitis optica, as well as occurring spontaneously and 
after banal infections, has also been observed as a complica- 
tion of measles (Brain, 1951 ; Janbon ef al., 1951). 

Histopathologically these cases are characterized by areas 
of patchy demyelination, but inflammatory cells and neuronal 
degeneration are both inconspicuous. Some perivascular 
cuffs of lymphocytes are present, and occasional petechial 
haemorrhages are found. These changes are clearly very 
similar qualitatively to those of para-exanthematous en- 
cephalomyelitis ; indeed, pathologically as well as clinically 
it is impossible to identify any single feature which permits 
of clear differentiation between the two groups. In the 
absence of adequate pathological evidence we can do no 
more than draw attention at this point to the parallel 
similarity in clinical features of the Landry—Guillain—Barré 
syndrome whether it occurs “ spontaneously” or as a com- 
plication of the acute specific fevers. 

Mention has already been made of post-vaccinal encepha- 
litis, and a further group of neurological cases bearing a 
striking resemblance to those complicating the exanthemata 
is encountered following the administration of serum and 
other prophylactic inoculations. We have described these 
in detail elsewhere (Miller and Stanton, 1954a), and here 
would merely emphasize that such complications may involve 
the neuraxis at any or every level, giving rise to encephalitis, 
myelitis, or polyradiculitis, in pure or mixed forms, and in 
proportions which vary to some extent with the nature of 
the antigen employed. Such pathological reports as have 
been made in these cases reveal changes analogous to those 
seen in non-specific acute disseminated encephalomyelitis, 
post-vaccinal encephalitis, and the para-exanthematous syn- 
dromes already described. 


A Common Pattern 


In all the conditions discussed above it is possible to 
discern a broad common pattern. The pathogenetic 
mechanisms involved, whatever they are, can damage the 
neuraxis at any level, whether nerve root, cord, or brain. 
The resulting clinical picture may be discrete or mixed, but 
the histopathological basis in all cases is remarkably similar, 
and essentially based on a lesion the end-result of which is 
perivenous demyelination. The origin of such a non-specific 
syndrome in invasion of the nervous system by a neuro- 
tropic virus is unsupported by any positive evidence, flies in 
the face of the actiological facts, and has been generally 
discarded. The dissimilarity between the histopathological 


changes of perivenous encephalomyelitis and those of any 
authenticated virus infection of the nervous system militates 
equally against acceptance of the alternative hypothesis, 
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which regarded these diseases as manifestations of the activity 
of an unidentified latent and ubiquitous virus already present 
in the patient's tissues, potentiated by the recently preceding 
infection or other insult to the nervous system. 

In this connexion it seems likely that some importance 
may attach to the evidence now available of experimental 
demyelination produced in animals by repeated injections of 
heterologous or homologous brain emulsions, with or with- 
out adjuvants. This evidence has been reviewed by Wolf 
(1952). By these means a perivenous demyelinating lesion 
can be produced, disseminated throughout brain and cord, 
which is closely analogous histopathologically to the human 
diseases under consideration. More recently Waksman and 
Adams (1955) have produced in rabbits a comparable experi- 
mental allergic polyneuritis with cyto-albuminological dis- 
sociation in the spinal fluid and characteristic lesions in 
spinal nerve roots, ganglia, and nerves. The similarity of 
these experiments to the occasional disastrous “ neuropara- 
lytic accidents” occurring during human inoculation with 
extracts of animal nervous tissue in the course of antirabic 
treatment is striking. 

The resemblance of the  histopathological changes 
described in these experimental animals to those of acute 
disseminated and para-exanthematous encephalitis in man 
suggests the possibility that these latter conditions may also 
be allergic in origin. Russell (1955), in comparing the rare 
acute haemorrhagic leuco-encephalitis in man with acute 
disseminated encephalomyelitis, has suggested that these are 
variants of a single pathological process, differing mainly in 
the acuteness and intensity with which the nervous system 
is attacked by a common pathological process. In support 
of the view that this process is allergic, she has demonstrated 
the development of foci of plasma cells in the human spleen 
both in acute disseminated encephalomyelitis and in haemor- 
rhagic leuco-encephalitis. Marshall and White (1950) had 
already shown that plasma blasts, and later mature plasma 
cells, appear in the spleen in a few days when antigens are 
administered to rabbits. In this connexion also the recent 
finding by Lander (1955) of typical acute haemorrhagic 
leuco-encephalitis in the brain of a man dying on the fifth 
day of haemorrhagic varicella, and the earlier report by 
Shallard and Latham (1945) of the same condition com- 
plicating measles, are of particular interest. 

Appearances similar to those of acute haemorrhagic leuco- 
encephalitis are occasionally encountered in fatal cases of 
drug encephalopathy, and Russell (1937), dealing with 
“ encephalitis” due to arsphenamine, and Cavanagh (1953), 
describing similar cases following the administration of 
streptomycin and P.A.S., raise the possibility of hypersen- 
sitivity as the probable underlying mechanism. 


Conclusions 

A whole range of apparently related and strikingly similar 
syndromes of damage to the neuraxis can arise in widely 
differing clinical circumstances in man. Such syndromes may 
appear after chilling or trivial injury, following non-specific 
infections or the specific exanthemata, and after Jennerian 
vaccination, serum administration, or prophylactic inocula- 
tion of many kinds. There is evidence also that they may 
follow the administration of such drugs as arsphenamine, 
streptomycin, and P.A.S., and it would seem unlikely that 
these particular drugs will prove to be unique in this con- 
nexion. The neurological disorders under discussion may 
also arise apparently spontaneously. In all these varying 
circumstances the histopathological findings are those of an 
acute disseminated perivenous demyelinating encephalomye- 
litis or of acute haemorrhagic leuco-encephalitis, a variant of 
the same condition in hyperacute form. 

These diseases seem to be essentially mesodermal, based 
primarily on an inflammatory-exudative reaction arising 
in the vascular and supporting tissues of the neuraxis, 
secondarily involving neuronal elements (axons), and produc- 
ing neurological symptoms, either by pressure (radiculitis) or 
by toxic effusion (perivenous reaction). It seems probable that 
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some common pathogenetic factor intervenes between the 
operation of the initial aetiological agent and this non- 
specific disseminated tissue-reaction in the nervous system 
which is responsible for the clinical end-result. That the 
common intervening factor is anaphylactic sensitization is 
suggested not only by the striking similarity of the syndromes 
to the allergic encephalomyelitis and polyradiculitis which 
have been experimentally produced in the laboratory animal, 
but also by the graphic illustration of the “ neuroparalytic 
accidents ” of rabies therapy. 


The not very infrequent recurrence of acute disseminated 
encephalomyelitis when it follows non-specific infections— 
for example, of the upper respiratory tract—and its extreme 
rarity in post-exanthematous cases is in such circumstances to 
be interpreted as a reflection of the brief immunity bestowed 
by banal infections, with the opportunities afforded for 
repeated antigenic insults to the nervous system, in contrast 
with the lasting immunity usually conferred by a specific 
fever. Evidence of some clinical variation within the group 
~—for example, the predilection of varicella encephalitis 
for the cerebellar system, or that of allergic reactions to 
horse serum for the spinal roots—can also on this hypothesis 
be attributed, in part at any rate, to qualitative differences 
in the antigen involved. There is convincing evidence of an 
analogous variation in the localization of somatic patho- 
logical changes in serum reactions when changes are made 
in the serum fractions injected (Hawn and Janeway, 1947), 
while more direct evidence has recently been furnished by 
the demonstration of Waksman and Adams (1955) that, while 
an allergic encephalomyelitis can be regularly provoked in 
the rabbit by single or repeated injection of an extract 
prepared from brain, spinal cord, or optic nerve, this syn- 
drome is replaced by polyradiculitis if peripheral nerve is the 
source of the extract employed. It is probable that there are 
other factors, both endogenous and exogenous, which operate 
in the localization of these pathological changes. 


That some individuals are especially prone to such reactions 
appears to be beyond doubt : there are a number of cases on 
record where a patient survived one post-exanthematous ill- 
ness to fall victim to a further neurological disorder in rela- 
tion either to another fever or to a non-specific infection. 
The occurrence of familial cases both after specific and after 
banal infections similarly argues a familial as well as 
personal predisposition, and in one family personally reported 
(Miller and Gibbons, 1954) recurrent episodes of encephalitic 
illness in three patients followed a very similar clinical 
pattern, though they varied in severity. Like other observers 
we have been impressed also by the frequently encephalitic 
incidence of such syndromes in dull and backward, socially 
inadequate, or frankly psychopathic subjects. It is our 
impression that this does not apply in myelitic illnesses, in 
which there is fairly often, however, an unequivocal history 
of recent exposure to cold or wet, or of violent exertion. 


As we have shown elsewhere (Stanton ef al., 1953), the 
conception of a disseminated neuraxitis of varying aetiology 
which may involve the nervous system at any level also 
makes it easier to understand some well-recognized clinical 
phenomena which remain inexplicable if we continue to 
think of encephalitis, myelitis, and polyradiculoneuritis as 
separate disease-entities ; we have in mind such events as a 
phase of meningism and mental disorientation in myelitis or 
the Landry—Guillain—-Barré syndrome, the discovery of a 
localized flaccid palsy of root distribution after recovery 
from measles encephalitis, or the finding of a transient 
sensory level on the trunk in a patient with encephalitis 
following vaccination. 


The hypothesis that acute disseminated encephalomyelitis 
is an allergic disorder has led to various attempts at treat- 
ment. In view of the natural history of the syndrome, and 
especially its frequent tendency to dramatic spontaneous 
improvement, the assessment of such trials is difficult and 
cannot at present be considered to have furnished any valid 
evidence on the question of aetiology. That the development 
of allergic encephalomyelitis in the experimental animal can 
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be prevented by the prior administration of corticotrophin 
has, however, been conclusively demonstrated by Moyer ef 
al. (1950). The use of corticotrophin and cortisone in human 
acute disseminated encephalomyelitis has been described by 
Ligterink (1951), Garrison (1952), Miller (1953b), and Miller 
and Gibbons (1953, 1954). This experience has recently been 
summarized by Selling and Meilman (1955). We find our- 
selves in substantial agreement with their assessment that 
two-thirds of such cases treated may be regarded as benefited, 
in that early unequivocal improvement has been observed 
in patients previously deteriorating. Very severe cases and 
illnesses of some duration may show little or no response. 
Occasionally, however, rapid restoration of consciousness or 
unequivocal improvement in spinal-cord function may occur 
within a few hours of instituting treatment, relapsing as 
quickly when the hormone is withdrawn, and promptly 
responding to further therapy. This has been observed too 
often to be coincidental. 

Opportunities for the treatment of neurological complica- 
tions of serum sickness are rare, but response was observed 
in one case personally treated with cortisone (Miller and 
Stanton, 1954b), while in a subsequent instance of acute poly- 
radiculitis complicating severe serum sickness dramatic relief 
of paresis with restoration of deep reflexes was obtained 
within a matter of hours. The results of treatment of poly- 
radiculitis with cortisone have recently been reviewed (Jack- 
son, Miller, and Schapira, 1957). About three-quarters of 
such cases seem to show a response. In about half of these 
it would appear that the natural course of the disease is 
appreciably shortened. Many such patients make a complete 
recovery within a month, which is certainly very uncommon 
in untreated cases. In a considerable number of instances, 
however, striking partial initial improvement during the first 
few days of treatment is rapidly arrested, and, despite the 
continued administration of the drug, recovery thereafter 
takes its accustomed slow course. Jackson ef al. (1957) 
suggest that symptoms of neurological deficit directly result- 
ing from oedema are dissipated under the influence of the 
drug, which does not, however, affect signs due to axonal 
damage, reparable only by the slower natural processes of 
regeneration. 

In general it may be said that the results of corticotrophin 
and cortisone therapy in these acute neurological illnesses do 
nothing to discredit the allergic hypothesis of their origin and 
even yield some admittedly equivocal evidence in its favour. 
Recorded evidence is compatible with the hypothesis that the 
hormone may diminish the initial mesodermal inflammatory 
reaction, but is without influence on symptoms due to 
established axonal damage. 


Summary 
The natural history of the neurological complications of 
various specific fevers is briefly indicated. These syn- 
dromes are compared with other forms of acute demye- 
linating encephalomyelitis arising after non-specific 
infections, vaccination and prophylactic inoculation, the 
administration of drugs, trivial injury, or occurring spon- 
taneously. The clinical and histopathological resem- 
blance between these diseases and the experimental 
allergic encephalomyelitis and polyradiculitis produced 
in animals by the injection of brain emulsions suggests 
that all these syndromes in man may represent mani- 
festations of an anaphylactic neuraxitis. The implica- 
tions of this conclusion in the field of therapy are 
discussed. 
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In most cases the diagnosis of lymphadenoid goitre is 
first made by the pathologist after thyroidectomy (Stat- 
land et al., 1951 ; Lindsay et al., 1952). Clinically, this 
type of goitre may be confused with “ simple ” non-toxic 
goitre ; but thyroid carcinoma is often suspected because 
of the firm texture of the gland, leading the surgeon to 
undertake total thyroidectomy, with the attendant risk of 
post-operative tetany and vocal-cord paralysis. Since 
lymphadenoid goitres are non-malignant and many 
respond to thyroxine administration, it is important to 
establish the diagnosis pre-operatively. 

The clinical picture has already been fully described 
(Joll, 1939 ; Schilling, 1945 ; Statland ef al., 1951 ; Lind- 
say et al., 1952 ; Blake and Sturgeon, 1953). In diagnosis 
much help can be obtained with radioactive iodine ('*'I) 
tracer tests combined with basal metabolic rate (B.M.R.) 
and serum cholesterol estimation ; the changes in serum 
protein pattern which occur are also of diagnostic value. 

We report here various tests with '*'I on 28 patients 
with Hashimoto’s disease, and biochemical studies in 
which the serum protein abnormalities before and after 
treatment with thyroid hormones were observed and 
correlated with the state of thyroid activity in 11 of the 
patients (Table I). Serum protein studies were also made 
in 25 cases previously subjected to thyroidectomy for 
Hashimoto's struma, and in two control series consisting 
of 25 patients with other types of goitre and 8 myx- 
oedematous patients without goitre. 


Clinical Features 


The group tested with ‘I consisted of 26 women and two 
men aged 28-68 (mean 52 years) who had noticed the goitre 
a few weeks to 15 years previously. There was a history of 
thyrotoxicosis in one case, but most patients presented with 
a feeling of pressure in the neck and symptoms suggesting 
hypothyroidism (17 of the 28). Thyroid pain was present 
in four cases. All the goitres were firm, of uniform con- 
sistency, and involved the entire gland, the enlargement 


being mostly symmetrical and thyroid-shaped with well- 
delineated upper poles and pyramidal lobe ; but in five cases 
the swelling was predominantly unilateral, and in three 
others the gland had a nodular surface. Histological proof 
of lymphadenoid goitre is available in 12 cases, the diagnosis 
in the remainder being based on clinical findings and investi- 
gations and the subsequent shrinkage of the goitre on 
administration of thyroid hormones. 

Five cases are described, two to illustrate atypical clinical 
features suggestive of subacute thyroiditis, and the other 
three for the detailed investigations. 


Illustrative Cases 
Case I 


E. M., housewife aged 43. May, 1953, rapid swelling of 
thyroid, with increasing tenderness and throbbing, four weeks 
after onset of stomatitis and gingivitis associated with 
removal of septic teeth, symptoms reaching a maximum 
within next two months, with general lassitude and pain 
radiating to ears and back of head, accompanied by feeling 
of pressure in neck. September, 1953, thyroid estimated 
three to four times normal size, right lobe large, firm, and 
tender, left lobe softer and smaller. Gingivitis still present, 
with enlarged, tender lymph nodes in neck. Skin cool, no 
tremor. T. 98° F. (36.7° C.), P.R. 70, B.P. 140/65 mm. Hg. 
W.B.C. 5,300 per c.mm. E.S.R. 49 mm. (Wintrobe). 
uptake 72% in 24 hours, with thyroid-shaped distribution 
showing uptake over area of maximum swelling and pain. 
Swelling gradually subsided without thyroid medication, 
reaching almost normal size in December, 1953, though 
gland still firm and tender. Repeat ‘I uptake 69% ; E.S.R. 
48 mm. ; B.M.R. — 26 Partial thyroidectomy performed 
in view of persistent pain and pressure symptoms ; weight 
of gland 20 g. Histology, lymphadenoid goitre. 


Case 2 


Y.C., housewife aged 56. On admission: three weeks’ 
painful, firm thyroid swelling, more marked on right, with 
feeling of pressure. B.M.R. 10°,. Serum cholesterol 
233 mg. per 100 mil. E.S.R. 77 mm. (Westergren). Plasma 
proteins: total 8.25 g. per 100 ml. (albumin 4.45 g., 
globulin 3.8 g.. gamma globulin 2.3 g.). Thymol turbidity 
15 units ; alkaline phosphatase 4.2 units ; bilirubin 0.12 mg. 
per 100 ml. ‘I uptake 65%, urine excretion 13%, in 24 
hours. Topography showed bilateral uptake with maximum 
over tender right lobe. Within two weeks pain subsided and 
swelling diminished. ‘*'I uptake three months later, 52%, 
in 24 hours. Owing to persistent discomfort and patient's 
fear of cancer, subtotal thyroidectomy performed five months 
after onset of goitre; weight of gland 42 g: Histology, 
lymphadenoid goitre. 

Comment.—Clinically, Cases 1 and 2 suggested either 
haemorrhage into a thyroid cyst or subacute thyroiditis. 
The tender, firm goitre and the raised E.S.R. were thought 
to indicate thyroiditis (Blake and Sturgeon, 1953). Iodine 
uptake is usually completely suppressed in the acute stage 
of de Quervain’s thyroiditis (McConahey and Keating, 1951 ; 
Crile, 1952 ; Fraser and Harrison, 1952), but a raised uptake 
has been reported in the recovery stage (Freedberg ef al., 
1952 ; Trunnell, 1955) and is thought to be a rebound pheno- 
menon. Our patients were tested some time after the onset 
of illness, and this delay was thought to explain their high 
iodine uptake. The distribution of ‘*'l was unlike that in 
thyroid cyst or carcinoma. The other atypical feature was 
the fairly rapid onset and the subsequent recession of the 
goitre without treatment. 


Case 3 


J. C., housewife aged 38. Goitre since 1947, with attacks 
of neck pain since 1948 and increasing lassitude since 1950. 
When seen in 1953 there was a large, firm, horseshoe-shaped 
goitre. B.M.R. —18%. ‘I uptake 66% in 24 hours. with 
symmetrical distribution. Treated with thyroid, 2-3 gr. 
(0.13-0.2 g.) daily, with return of normal energy and reduc- 
tion in size of goitre to less than half. Twice stopped taking 
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thyroid for two to four months, with prompt return of 
symptoms and increase in goitre. Results of serum protein 
estimations are shown in Table I. In February, 1956, fol- 
lowing exacerbation of neck pain with enlargement of goitre 
in spite of continuous thyroid medication, operation decided 
on to establish diagnosis with more certainty. Tracer tests 


repeated pre-operatively showed neck uptake of ‘*'Il 20°. 


Fic. 1.—Case 3: Cut surface of thyroid gland. 


LYMPHADENOID GOITRE 


iy firm, symmetrical goitre showing prominent pyramidal lobe. 


Case 3: Contact autoradiograph from 10 » section cf 


gland. 


Fic. 2 


Fic. 3.—Case 3- Histological autoradiograph (S. R. Pelc) showing 
uptake of '*'I in colloid of scattered thyroid follicles. 
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in 24 hours (thyroxine suppression), biological half-life 
(B.H.L.) 2.8 days; 48-hour plasma '’'l 0.41% of dose per 
litre ; protein-bound fraction 72% of total. B.M.R. — 26%. 
Weight of thyroid removed, 80 g. Histology, lymphadenoid 
goitre. (Figs 1-3.) 

Comment.—Pain is uncommon in Hashimoto's disease. 
and all four cases in which it was present had a greater 
iodine uptake than is usual, yet were indistinguishable histo- 
logically from cases without this symptom. We have noticed 
that patients often complain of aching in the thyroid after 
T.S.H. injections, and that tenderness also occurs in thyro- 
toxic patients overtreated with antithyroid drugs and whose 
goitre has enlarged owing to endogenous T.S.H. overproduc- 
tion ; medicinal goitres in which the enlargement is equally 
due to T.S.H. overproduction have also been reported to be 
occasionally painful (Breidah] and Fraser, 1955). In view 
of the evidence of T.S.H. overstimulation in Hashimoto 
goitres, it is conceivable that pain may be connected with 


a rapid hypertrophy of glandular elements and lymphoid 
invasion with resulting intracapsular tension in these firm 
glands. 


Case 4 
G. L., housewife aged 59. Two years’ painless goitre with 
6-12 months’ slowing down, hoarseness, paraesthesiae of 
hands, puffiness of face. Clinically hypothyroid with large, 


B.M.R. —8%. Serum cholesterol 380 mg. per 100 ml. ‘*'l 
uptake 63°,. Plasma clearance rate at one hour, 29 ml. per 
minute. 48-hour plasma ‘I, 0.32%, of dose per litre ; 


B.H.L. 8.5 days. Potassium perchlorate, given one hour 


| 
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Fic. 4.—Case 4: Electrophoretic pattern of serum proteins, ob- 

tained by scanning of paper strip. A, Initial pattern before opera- 

tion, showed raised gamma-globulin fraction. B, Four and a 

half months after operation, showing return of protein pattern to 
normal after removal of thyroid. 


after a dose of ‘*'I to test protein-binding capacity of gland, 
produced a fall in neck uptake from 32% to 25%. Serum 
protein estimations are shown in Table I, Treated with 
thyroid, 2 gr. (0.13 g.) daily, but, as goitre was no smaller 
after two months, operation undertaken for pressure symp- 
toms. Thyroid weight 165 g. Histology, lymphadenoid 
goitre with marked fibrosis. Four and a half months after 
operation serum protein pattern and flocculation tests 
returned to normal values. 


Case 5 


N.E., housekeeper aged 60. Eighteen months’ increasing 
myxoedema ; goitre noticed last three months. Firm, rub- 7 
bery, diffuse enlargement of thyroid, estimated 2} times 
normal size. B.M.R, —22%. Serum cholesterol 170 mg. > 
per 100 ml. ‘“I uptake 44%, excretion 32%, in 24 hours. : 
Plasma clearance rate, 25 ml. per minute ; 48-hour plasma 
activity, 0.4% per litre; protein-bound fraction, 65% of 
total. B.H.L. 12 days. No increase in iodine uptake after 
5 units of T.S.H., suggesting impaired thyroid reserve. 

Goitre decreased on thyroid medication. 
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Results of Radioactive Iodine Tests 


Fig. 5 shows the thyroid ‘"'I uptake and B.M.R. in the 
28 patients tested; 24-hour uptake varied between 19% 
and 73% and B.M.R. between — 29%, and +3%, the mean 
being —16% as compared with —5% in normal subjects 

(Aub du Bois, nor- 


80 mal range —20 to 

0). Thus there was 

70 a poor correlation 
between iodine up- 
. take and basal 
= $0 metabolism, the 
= former remaining 
S60 normal even when 
at myxoedematous 
levels. In 25% of 
20 the patients the up- 
take was more than 

10 60% of the dose, 
which was the 

° upper limit in nor- 
“30 -25 -20 -10 +5 mal subjects simi- 


B.M.R 
Fic. §.—Twenty-four-hour neck uptake of 
1 and B.M.R. in 28 patients with un- 
treated lymphadenoid goitre 


larly tested. We 
were unable to 
correlate the iodine 
uptake or the 
B.M.R. with the size of the goitre in our patients. Isotope 
distribution was invariably uniform and followed the outline 
of the goitre, the uptake being greater on the side of the 
larger lobe in asymmetric goitres. 

In patients investigated more fully the results illustrate the 
functional behaviour of the thyroid in this condition. The 
biological half-life was short and varied between 2.8 and 
12 days ; 48-hour plasma activity was 0.39%, 0.41%, 0.32%, 
and 0.4% of the dose per litre in four patients tested, 65- 
75% of the total being protein-bound. These results are 
high, especially in view of the low B.M.R.s in these cases. 
Five units of T.S.H. had no effect on iodine uptake in a case 
of Hashimoto's disease, whereas the same dose in normal 
subjects increased the three- and six-hour readings two- to 
three-fold. Potassium perchlorate, 400 mg., caused the neck 
uptake to fall by 22% in 30 minutes, the drug having no 
effect in normal or thyrotoxic patients under the same condi- 
tions. 

In Case 3, in which 800 microcuries of ‘*'I had been given 
48 hours pre-operatively, direct analysis of the extirpated 
gland, using combined isotope and chromatography tech- 
niques (Mrs. R. Pitt-Rivers), showed only 12% of the total 
iodine stored as thyroxine, whereas a normal gland analysed 
by the same method contained 24.3% of thyroxine iodine. 
Figs. 2 and 3 show the macroscopic and histological auto- 
radiographs of this gland; the isotope was taken up in 
fairly evenly scattered small foci, which explains why topo- 
graphical surveys in vivo produce isocount pictures which 
follow the outline of the palpable goitre in Hashimoto's 
disease. The histological autoradiograph shows protein- 
bound iodine in the colloid of some follicles, none being 
present in the many clumps of epithelial cells devoid of 
colloid. 


Biochemical Results 


Serum protein studies were first undertaken to explain the 
consistently raised E.S.R. in Hashimoto's disease ; a rise in 
gamma globulins was found, though total and differential 
serum proteins appeared normal in most cases when estim- 
ated by the conventional biuret method. Results of floccu- 
lation tests of liver function which depend on the relative 
concentrations of globulins and albumin were also abnormal, 
though none of the patients had a history or symptoms of 
liver disease. Since these studies were started, other reports 
of similar, findings in lymphadenoid goitre have appeared. 
Table I shows the results in 11 cases of Hashimoto's 
disease ; the rise in gamma globulins is still present after 
2+ years of thyroid medication in some cases, but returned 
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to normal 44 months after removal of the goitre in one case 
(Fig. 5) and after 8 months in another. The mean value 
for gamma globulins in these 11 cases was 2.13 g. per 100 ml. 
(29.3% of total protein). Table II shows the corresponding 
figures in the other three groups of patients tested. 

The two control groups consisted of (1) 25 euthyroid and 
hyperthyroid patients, 21 with “simple” non-toxic goitre, 
and 4 with untreated Graves'’s disease ; and (2) & cases of 
primary or secondary myxoedema, in view of the possible 
influence of thyroid deficiency on the gamma globulins. In 
the first group the average gamma globulin level was 1.22 g. 
per 100 ml. (19.1%). Results of flocculation tests were : 
colloidal gold “ negative” in 19 patients, | unit in four, 
and 2 units in two patients. For thymol turbidity the 
highest value obtained was 4 units (5 cases); zinc sulphate 
turbidity ranged between 3 and 11 units. Group 2 had an 
average gamma globulin level of 1.4 g. per 100 ml. (21.1%) 
and normal flocculation values, except for one patient who 
had a thymol turbidity of 7 units with a colloidal gold of 
2 units. 

The post-operative group consisted of 25 proved cases of 
Hashimoto's disease thyroidectomized 6 months to 22 years 
previously, collected from the records of the Middlesex Hos- 
pital. The mean value for gamma globulins in this group 
was 1.5 g. per 100 mi. (21.8%). The colloidal gold test 
was “negative” in 15 cases, 1 unit in five, 2 units in one, 
3 units in two, and 4 and 5 units in one case each. All the 
patients with negative colloidal gold results and five with 
colloidal gold of 1-3 units also had normal values for the 
other flocculation tests, except one with a thymol turbidity 
of 7 units, a zinc sulphate of 14 units, and gamma globulin 
1.9 g. per 100 ml. This patient had had a hemithyroid- 
ectomy two years previously and still had an enlarged left 
thyroid lobe. Three other patients in this group had mark- 
edly raised gamma globulins and flocculation results, one of 
them (Case 2 described above) having gamma globulins 
2.97 g. per i00 ml., colloid gold 5 units, thymol turbidity 
12 units, and zinc sulphate turbidity 29 units, three years 
after partial thyroidectomy. 

Table Il further shows that the other globulin fractions 
do not differ significantly in the four groups, and that the 
gamma globulins appear to be raised at the expense of the 
albumin fraction in cases of Hashimoto's disease. 


Discussion 


Radio-iodine Studies 


The '*'I studies in patients with lymphadenoid goitre show 
a normal or high thyroid uptake, even in the presence of 
clinical myxoedema and a low B.M.R., and a uniform distri- 
bution of iodine which follows the outline of the palpable 
swelling. These characteristics help to distinguish lymph- 
adenoid goitre from non-toxic nodular and from malignant 
goitres. In non-toxic nodular goitre the ‘*'I distribution is 
uneven and the isocount picture rarely portrays the shape 
and extent of the goitre. In malignant goitres and thyroid 
cysts the uptake is usually diminished or absent over the 
affected side, and the over-all uptake is never high unless 
the patient also shows signs of hyperthyroidism. 

The more detailed studies carried out in four clinically 
subthyroid patients show a relatively high 48-hour plasma 
activity and a short B.H.L. compared with the normal, 
which was 55 to 106 days in four subjects studied by Hickey 
and Brownell (1954) and varied between 30 and 180 days 
in ten cases of non-toxic colloid goitre studied by us. These 
results suggest that in lymphadenoid goitre there is a small 
thyroidal iodine pool with a high specific activity. The 
same feature is often found in carcinoma of the thyroid, 
but here the isotope is localized to a small remnant of 
normal but overstimulated tissue (Rotblat and Owen. 
1954). The lack of response to T.S.H. has also been reported 
by other workers (Levy er al., 1955; Skillern et al., 1956), 
and supports the histological evidence of T.S.H. overstimula- 
tion of the gland in Hashimoto's disease: the small number of 
intact follicles work at full capacity and cannot be further 
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Stimulated. Protein-binding of iodine does not appear to 
proceed at a normal rate as shown by the perchlorate test. 
Dr. W. R. Trotter (personal communication), who suggested 
the test to us, has obtained similar results in other cases of 
lymphadenoid goitre. In health and in thyrotoxicosis 
protein-binding is so rapid and complete that no unbound 
iodide can be released, and neck readings continue to rise 
after giving perchlorate (Berson and Yalow, 1955). Direct 
analysis of the gland indicates that thyroxine storage is 
defective in Hashimoto's disease, since the percentage of 
thyroxine iodine was only half the normal in our patient. 


Biochemical Studies 

The first report of the occurrence of raised gamma globu- 
lins in Hashimoto's disease appeared in 1953, when Fromm 
et al. published differential protein estimations in four cases 
of this disease and one case each of de Quervain’s and 
Riedel’s thyroiditis. In three of their cases of Hashimoto's 
disease the gamma globulins were over 2 g. and in the other 
cases between 1.66 and 1.83 g. per 100 ml. Cooke and his 
colleagues (Cooke and Wilder, 1954 ; Cooke and Luxton, 
1955; Luxton and Cooke, 1956) have reported abnormal 
colloidal gold curves in Hashimoto’s disease. Observing 
patients on prolonged thyroid medication, they found that 
with adequate dosage the liver-function tests tended to return 
to normal, though the reversal was usually slow and took 
up to 29 months. At their suggestion an extensive study 
was made at the Cleveland Clinic, and the results (Skillern 
et al., 1956) confirm and extend previous observations. 

Our findings similarly show the presence of raised gamma 
globulins and flocculation values in untreated lymphadenoid 
goitre, and it appears that the larger goitres were associated 
with the most striking changes in electrophoretic pattern, 
though the flocculation tests were also abnormal in patients 
with small lymphadenoid goitres whose gamma globulins 
were still within the normal range. 

The thymol, colloidal gold, and zinc tests usually gave 
concordant results, though in a few instances the colloidal 
gold results disagreed with the other flocculation reactions 
and with the electrophoretic strip. The cephalin-cholesterol 
test proved least useful and gave the same results in simple 
goitre, thyrotoxicosis, myxoedema, and Hashimoto's disease, 
which was to be expected, since the test is more influenced 
by the beta-globulins than by those in the gamma fraction. 
The E.S.R. was always raised in Hashimoto's disease, but is 
so unspecific (Meyers et al., 1953) that it was not infrequently 
raised in the control groups when all other tests were normal. 
In three cases of thyroid carcinoma so far tested we have 
found normal gamma globulins and flocculation tests. In 
one of the cases the goitre was uniform, the B.M.R. in the 
hypothyroid range, and the E.S.R. very high. Normal serum 
protein values and a unilateral iodine uptake decided in 
favour of thyroid carcinoma, and this was proved at opera- 
tion. 

Myxoedema is often associated with a raised E.S.R. (Mc- 
Alpine, 1955) and sometimes with a rise in total serum 
proteins. The electrophoretic pattern did not show increased 
gamma globulins in our myxoedematous controls, though 
some had a raised beta fraction, as expected in the presence 
of high serum lipids. 

Our post-operative survey shows that serum proteins are 
normal in most cases of Hashimoto's disease after removal 
of the goitre, and in two cases we have actual proof of this 
change from high pre-operative gamma globulins to normal 
values after operation. There was a lag of several months 
before this reversal took place, for three patients tested 
10 days, 2} months, and 34 months post-operatively still 
had abnormal results. 

It appears, therefore, that the abnormal gamma globulins 
are closely associated with the presence of the goitre, and 
we are unable to agree with Skillern ef al. that they are 
entirely due to thyroid deficiency, since abnormal results 
were seen in patients who were euthyroid and had received 
more than physiological doses of thyroxine for over two 


years. 
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It is well known that gamma globulins are the serum 
protein fraction mainly associated with antibodies ; more- 
over, the thyroid is grossly infiltrated with lymphoid tissue 
and plasma cells in Hashimoto's disease, and these cells have 
been shown to produce gamma-globulin antibodies else- 
where in the body (Harris and Harris, 1956). It is possible 
that a qualitative alteration of thyroid proteins or other 
special circumstances could provoke the formation of auto- 
antibodies. The presence of an antigen in the thyroid would 
explain the accumulation of antibody-producing cells in the 
gland and the enlargement of surrounding lymph nodes. If 
the antigenic protein escaped from the gland by breakdown 
of follicles, antibody production could also occur at other 
sites, which would account for the large quantity of gamma 
globulin produced and for the lag period in their disappear- 
ance after operation, since when the source of antigen is 
removed at thyroidectomy there might be some delay in the 
cessation of antibody production by the reticulo-endothelial 
system. 


Summary 

The pre-operative diagnosis of lymphadenoid goitre 
can now be made by a combination of '*'I tracer tests 
with the older tests of thyroid function and the addition 
of serum protein tests made available by the recent find- 
ing of increased gamma globulins in the serum in 
Hashimoto's disease, which, in the absence of liver 
disease, give rise to abnormal results of flocculation 
tests. 

Five cases of lymphadenoid goitre are described, two 
which were clinically atypical and suggested subacute 
thyroiditis, and three studied in some detail with '*'Land 
biochemically. 

'S'T tests in 28 cases of Hashimoto's disease showed 
normal or high uptakes even in the presence of myx- 
oedema, and a uniform distribution of isotope corre- 
sponding with the outline of the goitre. Short biologi- 
cal half-life and high plasma activity suggest a small 
thyroidal iodine pool, other tests providing further 
evidence of deficient protein-binding and thyroxine 
storage in this type of goitre. 

Liver function tests and differential serum protein 
estimations were carried out-in 11 cases of Hashimoto's 
disease with 25 cases of other goitres and 8 of myx- 
oedema as controls, and a post-operative group of 25 
cases of Hashimoto's disease tested in order to study 
the effect of removal of the goitre on the serum proteins. 
The findings suggest that paper electrophoresis in com- 
bination with flocculation tests provide diagnostic help 
and distinguish lymphadenoid goitre from simple non- 
toxic goitre and from carcinoma of the thyroid. Results 
obtained in the post-operative survey suggest that 
removal of the goitre is associated with a return to 
normal of the gamma globulins. 

It is put forward as a working -hypothesis that the 
raised serum gamma globulins represent an immune 
response to an antigen released by the goitre. 


This investigation was in part supported by a grant from the 
Clinical Research Fund of the Middlesex Hospital. 
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grateful to Dr. E. T. Knudsen and Mr. C. F. M. Rose for their 
help and advice, and to Dr. K. M. Jones for his interest, co- 
operation, and assistance in the analysis of the radio-iodine tests 


ADDENDUM 


Since this paper was submitted, immunological studies 
have shown that the serum of patients with Hashimoto's 
disease contains a precipitating auto-antibody which reacts 
specifically with human thyroglobulin. A preliminary com- 
munication of this work has appeared (Roitt ef al., 1956). 
The thyroglobulin precipitin test was positive in all the 
patients listed in Table I and in several from the post- 
operative group where only part of the thyroid had been 
removed ; Case 3 and Case 4 still show the precipitin nine 
and twelve months after subtotal thyroidectomy, though 
results of serum protein tests are now normal, Case 5 has 
failed to show precipitins by the method used after 3 years 
of thyroid administration. Full results will be published 


elsewhere 
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VISCERAL LESIONS IN HERPES 
ZOSTER 


BY 


R. WYBURN-MASON, M.A., M.D. 


The peripheral nerves and posterior and trigeminal sen- 
sory nerve roots contain not only various sizes of mye- 
linated, but also unmyelinated “ afferent ™ fibres. Distally 
the afferent unmyelinated fibres originate (or end) as free 
nerve endings not only in the epidermis or dermis, but 
also between the deeper tissues, including muscles, 
periosteum, joints, and fascia (Ranson and Davenport, 
1931 ; Feindel, Weddell, and Sinclair, 1948). They also 
arise (or end) on the blood-vessel walls. Some of them 
are visceral in origin (Kuntz and Hamilton, 1938). All 
the evidence suggests that in the somatic tissues these 
fibres conduct impulses which give rise to diffuse, radiat- 
ing, compelling burning pain (see Fulton, 1949). 

In the posterior nerve roots all the afferent unmye- 
linated fibres of the peripheral nerves, whether they 
originate in the skin, deep somatic tissues, blood vessels, 
or viscera, are grouped together laterally. Division of 
the lateral part of these roots cuts the unmyelinated 
fibres, and now on stimulation of the peripheral nerve 
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distal to the section no autonomic reflex changes occur 
as they do in intact animals (Ranson and Davenport, 
1931 ; Clark, Hughes, and Gasser, 1935). 


Mode of Production of Lesions of Herpes Zoster 


The skin lesions of herpes zoster lie in the area of sensory 
supply of the posterior and trigeminal nerve roots. They 
manifest themselves firstly as a reddening of the skin 
followed by oedema and blister formation—that is, the 
appearance of fluid between the epidermal layers. Typical 
inflammatory changes are found in the skin papillae. in the 
deeper parts of the corium, and in the hair follicles. Sub- 
cutaneous fat may also contain knots of inflammatory cells. 
Lewis (1927), in his classical researches, showed that irrita- 
tion of sensory nerves and the posterior nerve roots results 
in vasodilatation and the release of a vasodilator substance 
(H-substance), probably histamine, in the skin. He further 
demonstrated that in cases of herpes zoster the same substance 
was released in the affected tissues and that “ herpetic and 
herpetiform eruptions occur as sequels to lesions of the 
sensory nerve tracts; not only do they follow irritative 
lesions of the (root) ganglion, but they are produced also by 
lesions of those tracts distal to the ganglia themselves.” It 
seems probable that the unmyelinated fibres of the posterior 
roots with free nerve endings in the skin and other tissues and 
on the blood vessels are those concerned. 


Herpes Zoster and Lesions of Deep Somatic Tissues 


When zoster is of gangrenous type the lesions extend 
deeply and lead to much scarring. Glandular swelling and 
inflammation in the region of the affected skin lesions is 
usual and may precede the latter (Bichelonne, 1907 ; Lebel, 
1920; Ramond, 1923), so that they cannot be due to 
secondary infection of the skin. The subcutaneous tissues, 
fat, and muscles may contain painful and swollen areas 
identical in character with “ fibrositis " and “ myositis ” (see 
Brain, 1931 ; Wilson, 1940; Ford, 1946). Synovial effusions 
occur in the affected areas and the joints may become 
ankylosed with fibrous tissue. The pericapsular joint tissues 
are often swollen and painful, and, when the hand is affected, 
this gives appearances indistinguishable from those of 
rheumatoid arthritis, so-called “ periarthritis chronica rheu- 
matica ” (Guillain and Pernet, 1910 ; Guillain and Rouvilier, 
1913). The affected limb may exhibit oedema and cyanosis. 
When the lower limb is involved, permanent pitting o¢dema 
may remain (Wilson, 1940). The muscles sometimes waste 
either immediately or after a variable period. When a limb 
is affected, its bones may become osteoporotic (see Schénfeld, 
1929), or show Sudeck’s atrophy (Sudeck, 1910). Schleicher 
(1949) describes chronic inflammatory changes in the marrow 
of the affected bones. Pleural reactions and haemorrhagic 
pleural effusions may appear beneath zoster of the chest 
wall (Curtin, 1902 ; Mann, 1931) or there may be symptoms 
and signs of irritation of the parietal peritoneum (Ford, 
1946). 

In cases of ophthalmic herpes sterile inflammatory changes 
often occur in the eye, resulting in a panophthalmitis and not 
infrequently in the appearance of haemorrhages and throm- 
boses in the retinal vessels. Afterwards the eyelids may 
remain permanently oedematous. It is reasonable to suppose 
that these manifestations in the deeper somatic tissues are 
produced in a manner analogous to those in the skin 
namely, by disturbance in the unmyelinated fibres of the 
posterior spinal and trigeminal sensory nerve roots. 


Herpes Zoster Accompanied by Visceral Lesions 


Unmyelinated afferent fibres with their cell bodies in the 
Posterior root ganglia run from the viscera uninterruptedly 
through the autonomic ganglia and white rami communi- 
cantes to enter the posterior nerve roots with those from 
somatic tissues. The posterior nerve roots through which 
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the afferent fibres from the various viscera enter the cord 
are as follows (Lewis, 1942; White and Smithwick, 1947; 
Kuntz, 1953): 

Heart 

Lungs 

Oecsophagus 

Stomach and duodenum 

Liver and gall-bladder 

Pancreas 

Small intestine 

Appendix and ascending colon 

Epididymis 

Ovary, testis, and ‘suprarenal | 

Bladder fundus | 

Kidney 

Uterine fundus / 

Sigmoid and rectum... 


4(?5) 


0O-L1 


Neck of bladder, prostate, and urethra } 
It might be expected that irritation of the unmyelinated 
afferent fibres in the posterior nerve roots or peripheral 
nerves, or their cell bodies in the posterior root ganglia, 
would produce changes not only in the skin and somatic 
tissues, but also in the viscera. In his classical paper on 
herpes zoster Head (1893) did not specifically mention 
visceral involvement. In the literature on herpes zoster, how- 
ever, there are a number of descriptions of localized visceral 
disturbances accompanying the skin lesions. I have observed 
this association in numerous cases, of which Cases 1-8 cited 
below are typical examples. These cases and those taken 
from the literature are summarized in the Table. 


Author Site of Zoster | Visceral Disturbance 
Case 1, present C34 | Redness, oedema, inflammatory 
series | | changes, and bleeding on right 
| side of larynx and trachea 
Andréassian (1934) | L. cervico-scap- | Endocarditis and tachyarrhythmia 
ulo-thoracic | 
Turner (1909) 2 | Paroxysmal tachycardia during and 
| following attack 
Mann .| Marked bradycardia 
Case 2 of Spillane C 8-D 2, and Followed 34 years later by progres- 
and White(1939) | D46 sively severe anginal pain at site 
| of zoster, cardiac 4. 
; _ and E.C.G. changes 
Curtin (1902) D7-8 Pleuritic pain, friction rub or 
pleural effusion 
Mann (1931) D7-8 | 
Brain (1932) D 7-8 
Ryle (1932) .. | | Gastro-intestinal disturbance 
Variot (1907). Intercostal Disturbance of passage of food 
} down oesophagus 
Curtin (1902) .. | Upper abdominal) Anorexia and constipation 
.. | Lower thoracic | Bowel atony and abdominal! dis- 
margin | tension 
Rayer (1935) Abdominal | Gastro-intestinal disturbance pre- 
| ceding, during, and following rash 
Bislschowaky (1914) ” 
Fuchs (1840)... | Abdominal colic 
Case 2, 


present | D 6-8 | Severe spasm of prepyloric region 
| of stomach (Fig. 1) with redden- 

| ing of gastric mucosa, symptoms 
| | being partly relieved by atropine 

present | D?7-8 | Nausea, vomiting, and anorexia, 
| 


series 


Case 3, 
series followed by haematemesis and 
appearance of gastric ulcer on 
| lesser curvature (Pig. 2) 
Gastric hyperacidity cured by para- 
vertebral sympathetic block 


and 
D 9-10 | Haematemesis 


Hess 
schek (19 
Stone (1948) 
Fitzpatrick (1948) Nausea, anorexia, burning epigas- 
tric sensation, haematemesis, and 
achlorhydria. Radiographs 
showed no peptic ulcer. Symp- 
toms unrelieved by alkalis and 
gradually disappeared with skin 
eruptions 
| Intestinal paralysis and vomiting. 
| Colon radiologically normal, 
“the disturbance presumably 
being in the smal! intestine ” 
Anorexia, nausea, and haemat- 
emesis, the symptoms disappear- 
ing with the skin changes 
Fever and symptoms resembling 
appendicitis 
Intense constipation and local 
spasm of ascending colon with 
dilatation distal! to this, symptoms 
being partly relieved by atropine 
Ditl-Li Intense constipation, though taking 
| | no drugs. Laparotomy revealed 
| inflammatory changes in ascend- 
| 
| 


“ Surgeon ” (1950) | D 8-10 


Donaldson (1948) | D9-I1 


D 10-11 


Curtin (1902) 
Case 4, 
series 


present 


Case 5, present 


series 


ing colon 
Over kidney and | Persistent haematuria 
passing to ab- 
domen 


Curtin (1902) 
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Author | Site of Zoster Visceral Disturbance 
Grossmann (1932) D 10-L 2 Renal colic. No urinary “disturb- 
ance or evidence of calculi 
Van der Scheer | D112 Polyuria and severe persistent 
(1913) | constipation 
D 12 lleus 


Nieuwehnuijse 
(1914) 

Spasm of ascending and transverse 
colon and dilatation of distal 
colon. Inflammatery changes in 
bladder mucosa, especially on 
left. Symptoms partly relieved 
by hyoscyamus 


Case 6, 


present D 2 
series 


Darget (1929) | Inguinal! | Cystitis and haematuria. Cysto- 

| | scopy showed a raised inflamma- 
tory area on bladder wall 
Volk, quoted by Buttock Zoster of bladder and haemor- 
Schonfeld (1929) rhagic cystitis 

Ford (1946) Abdominal , Symptoms of bladder irritation 

Watts (1948) Upper lumbar | Disturbance of bladder function 
| foot zone and haematuria 


_ Rectal and bladder disturbance 
Transient severe inflammatory 
changes in bladder mucosa. 
| Spasm of descending colon and 
rectum and dilatation of trans- 
verse colon above (Fig. 3) 
Inflammation of mucosa of sigmoid 
series | colon, spasm of descending colon 
(Fig. 4). Inflammation of neck of 
bladder. Symptoms partly 
relieved by hyoscyamus 
Frequency, dysuria, and eventually 
urinary retention. C po! 
showed vesicles on | side of 
base and lateral wall of bladder 
Herpes of ureteric orifice 


Siding (1909) Li 
Case 7, present | D 12-L2 
series 


Dubois (1926) Buttock 


Wolbart, quoted by or 


Dubois (1926) | 
Satani (1926) , Zoster of bladder on same side and 
|  Suppuration of large intestine 
Rouyer (1903) | Gluteal region Frequency and dysuria 
Chesterman (1932) | } | Lesions of bladder 
Belgodere (1924). . Buttoc | Uterine cervicitis and enlargement 
Davidsohn (1890) Ghateat and sacral) Transient paralysis of bladder and 
rectum 
Tomey (1909) .. | Sacral Frequency and disturbance of 
bowel emptying 
Parsat (1910) Gluteal region, Urinary and faecal retention for 
| scrotum, and 14 days 
perineum | 
Frank!-Hochwart R. genital area | Dysuria and disturbance of bowel 
(1913 | emptying 
Spitzer (1925-6) .. | a and one a urinary disturbance lasting 
eg weeks 
Mann (1931) . | Sacral Rectal and bladder disturbance 


Case 1.—Male, aged 42. Ten days before he attended hos- 
pital severe pains began in right side of neck and shoulder, 
followed after three days by rash over right shoulder and front, 
back, and side of lower part of neck. Three days afterwards he 
complained of cough, thick mucoid expectoration streaked with 
blood, and some hoarseness. Examination: Typical painful 
zosteric eruption in distribution of right C3 and 4 segmental 
zones with hyperalgesia. No abnormal physical signs in other 
systems. Radiographs of chest normal. Laryngoscopy: red- 
ness and oedema of right vocal cord. Bronchoscopy: 
oedema and redness, 
strictly limited to right 
side of tracheal mucosa, 
extending downwards to 
carina, With fading of 
the skin lesion the cough, 
expectoration, and hoarse- 
ness gradually ceased. 

Case 2.—Female, aged 
41. Three weeks before 
coming to hospital she 
developed hemigirdle pain 
in the right lower chest 
and between the shoulder- 
blades. Four days later 
zoster appeared this 
region with a sensation of 
substernal pressure and 
epigastric aching immedi- 
ately on swallowing, as 
though food was stuck. 
The aching was not improved by taking alkalis. Examination: 
Typical zosteric eruption in right D 6-8 segmental areas. Barium 
meal: marked spasm in the prepyloric region as shown in Fig. 1. 
Fractional test meal: high acid curve. Gastroscopy: spasm of 
pyloric antrum, the mucosa of which was reddened and swollen. 
Vomiting relieved by belladonna, 12 min. (0.7 ml.) t.d.s.; it re- 
appeared if drug omitted. The skin lesions and digestive disturb- 


marked 


Fic, 1.--Case 2. Right D 6-8 zoster. 
Barium meal radiograph showing 
spasm of pyloric antrum. 
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ance died down in course of the next three months, by which ume 
the spasm had disappeared radiologically. Fractional test meal 
now showed some fall in acid secretion 


Case 3-—Male, aged 72. No previous digestive disturbance 
He developed herpes zoster of right D7 and 8 zonal areas. At 
height of attack he complained of nausea, vomiting, and severe 
anorexia, which lasted for several months. Skin lesions, followed 
by post-herpetic pain of two types, a constant ache, and a 
sharp stabbing pain 
brought on by move- 
ment of trunk; pain 
varied severity, 
but worse in damp 
and cold weather 
Two months after 
onset two severe 
haematemeses, each 
of about | pint (570 
ml.). A barium meal 
one month later 
showed an ulcer 
crater on the lesser 


curvature of the 
incisura (Fig. 2). 
Despite various 
antacids the diges- 
tive symptoms per- 


sisted. 
Fic, 2.—Case 3. Radiograph taken Case 4.— Male, 
during barium meal, showing gastric ulcer aged 63. Three 
on lesser curvature developing with zoster weeks previous to 


of right D 7-8 zonal areas. examination he 
noticed a numb sen- 
sation and tenderness in region of right hip when he lay on it, 
and a week later this region became painful. Within a few days 
a segmental zosteric eruption appeared in the painful region, 
extending from 1} in. (3.8 cm.) below the umbilicus to groin and 
round to back in distribution of right D 11-L 1 nerve roots. With 
onset of rash complete constipation set in. A barium enema 
showed marked spasm of ascending colon with dilatation of gut 
distal to this. Constipation partly relieved by administration of 
atropine by mouth. With healing of rash marked post-herpetic 
pain remained, but more normal bowel function gradually 
returned, Two years after onset of herpes bowels still remained 
sluggish 


Case 5.-Pemale, aged 62. Developed herpes in right D 11-L 1 
distribution. With onset of rash absolute constipation developed 
and persisted for three weeks, during which time no response to 
enemata was obtained. Laparotomy performed, but no obstruc- 
tive lesion found in bowel. The ascending colon was, however, 
oedematous and engorged, and was excised. Histologically it 
showed non-specific inflammatory changes in all coats for a dis- 
tance of 25 cm. Rash faded and the scars healed within six 
weeks, but pain persisted with some severity for nearly two 
months. For next 10 years the affected region remained tender 
and bowel function extremely sluggish. Emptying never occurred 
without use of purges. One month after development of the 
herpes her two daughters developed chicken-pox 

Case 6.—Female, aged 69. Two weeks previous to attendance 
at hospital she developed painful irritation of left lower abdomen 
followed by a herpetic rash passing to loin and back. Two days 
prior to attendance sudden severe frequency and burning micturi- 
tion began, and on day of attendance some haematuria occurred. 
She was severely constipated. Examination: Typical herpetic 
rash and hyperalgesia in left D 11-12 segmental areas of abdomen 
and loin. Urine: albumin and blood; catheter specimen: numer- 
ous R.B.C. and pus cells; no organisms present. Cystoscopy 
marked redness and oedema of bladder fundus, chiefly on left 
side. Barium enema: marked spasm of ascending and transverse 
colon and dilatation of descending colon. Treated with tincture 
of hyoscyamus, 30 min. (1.8 ml.) t.ds., with some relief of urin- 
ary symptoms and constipation. With healing of the skin lesions 
urinary symptoms and constipation gradually diminished, though 
both these and pain persisted during the next six months 


Case 7.—Male, aged 50. Two months prior to attending hos- 
pital he developed severe left lumbar pain spreading into left loin, 
iliac fossa, and front of thigh. Three days later zoster appeared 
in this area. At the same time he complained of difficulty in 
defaecation and constipation, considerable frequency of micturi- 
tion, difficulty in emptying the bladder, and burning pain in penis 
when bladder was full and during micturition. Symptoms at first 
severe, but diminished somewhat in severity in course of next two 
months. Visceral symptoms varied with pain. Examination 
Site of zoster scabs very hyperalgesic and corresponding to left 
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D 12-L 2 segmental areas. Cystoscopy: marked congestion and 
submucous haemorrhages in the floor and roof of the bladder 
mucosa, which bled easily and appeared inflamed. Urine: no 
organisms, but some pus cells present. Barium enema : markedly 
spastic descending colon and rectum, with dilatation of transverse 
colon above (Fig. 3). Cerebrospinal fluid: normal. Repetition 
of barium enema four weeks later showed much diminution 
in spasm. Over the next two years he was subject to bouts of 


pain with inability 


to empty the 
bladder, 

Case &. Male, 
aged $52 Two 


weeks previous to 
attending hospital 
he developed pain in 
front of left thigh 
and knee, extend- 
ing to outer side of 
left hip. Four days 
later a rash ap- 
peared in painful 
area and after 
another four days 
he developed severe 
constipation with a 
desire to empty the 
bowels: he passed 
dark blood-stained 
mucus and had 
some difficulty and 
pain on micturition. Fig. 3.—Case 7. Left D12-L2 zoster. 
Examination: Typi- Barium enema radiograph showing spasm 
cal herpes zoster of descending colon. 

and hyperalgesia in 

left L 2-3 segmental areas. Urine: pus cells but no organisms. 
Rectal examination: normal. Sigmoidoscopy: swollen reddened 
mucosa at uppermost limit to which the instrument could be 
passed Barium enema: severe spasm of descending colon. 
Cystoscopy: neck of bladder intensely red and oedematous. In- 
testinal and urinary symptoms considerably relieved by ad- 
ministration of tincture of hyoscyamus, 30 min. (1.8 ml.) t.d.s 
Pain, skin lesions, and intestinal disturbance gradually disap- 
peared in the next three months. 


Comment 


After reference to the course of the afferent visceral fibres 
shown in the Table it will be observed that the visceral 
disturbance in cases of herpes zoster occurs particularly in 
those viscera, or parts of viscera, supplied with afferent 
fibres by the posterior nerve roots corresponding to the 
zonal skin areas affected. As in the skin and deep tissues, 
so the effects on the viscera are to produce vasodilatation, 
oedema, haemorrhages, and inflammatory changes, and to 
predispose to vascular thromboses. The affected gut exhibits 
local hypermotility and spasm. The evidence suggests that, 
apart from the parasympathetic and sympathetic, the viscera 
receive a third type of nerve supply which may affect their 
activity. The bipolar cell bodies lie in the posterior root 
ganglia, and their peripheral axons pass to the viscera with- 
out relay through the autonomic ganglia. They are, in 
fact, the so-called visceral “ afferent” fibres. This perhaps 
explains to some extent the frequently reported variable and 
uncertain effects on the viscera of stimulating the rami com- 
municantes of the spinal nerves and the sympathetic chain 
in which such fibres run. It further raises the problem of 
whether “antidromic” centrifugal impulses are normally 
conducted by the “afferent ” unmyelinated fibres. 


Summary 

In cases of herpes zoster the inflammatory skin lesions 
are thought to result from disturbance of the ganglion 
cells of the posterior or trigeminal root ganglia or of the 
“afferent” fibres of the posterior nerve roots or the 
peripheral nerves. Similar nerve fibres originate or end 
in the viscera. Evidence is adduced which seems to 
indicate that, accompanying the segmental skin lesions, 
there occurs disturbance of the viscus, or part of the 
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viscus, innervated by the corresponding nerve roots, 
which results in inflammatory lesions and spasm in the 
case of the hollow organs. This suggests that, in addi- 
tion to the sympathetic and parasympathetic pathways, 
there exists a third nerve pathway by which visceral 
activity may be altered. 


REFERENCES 


Andréassian (1934). Paris med., 2, 533. 

Belgodere, G. (1924). Ann. Mal. vénér., 

Bernhardt, M. (1890). Berl. klin. Wschr., 27, 695. 

Bichelonne, H. (1907). Bull. méd. (Paris), 21, 277 

Bielschowsky, M. (1914). In M. H. Lewandowsky’s 
Neurologie, §, 316. Springer, Berlin. 

Brain, W. R. (1931). British Medical Journal, 1, 81. 

(1932). Ibid., 1, 632 

Chesterman, C. C. (1932). Ibid., 1, 563. 

Clark, D., Hughes, J., and Gasser, H. S. 


Handbuch der 


(1935), Amer. J. Physiol., 114, 

(1992). Amer. J. med. Sci., 123, 264 

J. Urol. méd. chir., 27, 229 

Davidsohn, H. (1890). Berl. klin. Wschr., 27, 695. 

Donaldson, E. D. T. (1948). British a Journal, 2, 839 

Dubois, F. E. (1926). J. Urol., 15, 

Feindel, W. H.. Weddell, G., Sinclair, 
Neurosurg. Psychiat... 11. 113 

Fitzpatrick, P. E. (1948). British Medical Journal. 1, 1206 

Ford, F. R. (1946). Diseases of the Nervous System in Injancy, 
and Adolescence, 2nd ed. Thomas, Springficid. 1! 

v. Frankl-Hochwart, L. (1913). Wien. klin. Wschr., 26, 

Frisch, A. (1908). Inaugural Dissertation, Zurich 

Fuchs, C. H. (1840). Die krankhaften Verddinderungen der Haut und ihrer 
Anhdnge in nosologischer und therapeutischer Beziehung, 3, 1084. 
Gottingen 

Fulton, J. F 


Curtin, R. G 
Darget, R. (1929) 


D. C. (1948). J. Neurol. 


Childhood, 


2116 


(1949). Physiology of the Nervous System, 31rd ed. Oxford 
Univ. Press, London 
Grossmann, W. (1932). Klin. Wschr., 11, 1181. 
Guillain, G., and Pernet (1910). Rev. meurol. (Paris), 535. 
—- and Rouvilier, D. (1913). Bull. Soc. med. Hép. Paris 
Head, H. (1893). Brain, 16, 127 
Hess, L., and Faltitschek. J. (1925). 
Kuntz, A. (1953). The Autonomic 
Febiger, Philadelphia 
- and Hamilton. J. W. (1938). Anat. Rec., 71, 387. 
Lebel, R. (1920). Thése de Paris, No. 55. Masson. 
Lewis, T. (1927). Blood Vessel Responses of the Human 
London 
—— (1942). Pain. 


M, 437 


Med. Klin., 21, 1683. 


Nervous System, 4th ed. Lea and 


Skin. Shaw, 

Macmillan, London 

Mann, W. (1931). Z. klin. Med., 118, 630. 

Nicuwchnuijse, P. (1914). Z. ges. Neurol. Psychiat., 

Oppenheim, H. (1911). Textbook of Nervous Diseases, 
Bruce, vol. 1. Daren Press, Edinburgh. 

Parsat (1910). Ann. Derm. Syph. (Paris), 1, 332. 

Ramond, L. (1923). Progr. méd. (Paris), 38. 9. 

Ranson, S. W., and Davenport, H. K. (1931). 

Rayer, P. (1935). Traité des Maladies de la Peau, 1, 

Rouyer, E. (1903). Bull. méd. (Paris), 17, 655 

Ryle, J. A. (1932). British Medical oe i, 726. 

Satani (1926). Jap. J. Derm. Urol., 26, 

Van der Scheer, W. M. (1913). Z. 343. 

Schleicher, E. M. (1949). Amer. J. clin. Path., 19, 981 

Schénfeld, W. (1929). In Handbuch der Haut —* Geschlechtskrankheiten, 
edited by J. Jadassobn, vol. VII/I. Springer, Berlin. 

Siding. A. (1909). Wien. klin. Wschr., 22, 269. 306 

Spillane, J. D., and White, P. D. (1939). Brit. Heart J., 1, 291. 

Spitzer, R. (1925-6). Zbi. Haut- u. GeschiKr., 18, 755. 

Stone, R. V. (1948). British Medical Journal, 1, 882. 

Sudeck (1910). In M. H. Lewandowsky’s Handbuch der Neurologie, 1, 1222. 
Springer. Berlin. 

Surgeon (1950) 

Tomey, A. (1909) 

Turner, A. C. (1909) 

Variot, G. (1907). Bull. 

Wats, C. A. H. (1948). 

White, J. C., and Smithwick, R. H. (1947). 
2nd ed. Macmillan, New York. 

Wilson, S. A. K. (1940). Neurology. 


22, 45. 
translated by A. 


Amer. J. Anat., 4%, 331. 


240. Paris. 


Lancet, 2, 822 
J. Mal. cutan. syph., 9. 
British Medical Journal, 2, 1026. 
Soc. Pédiat. (Paris), 9, 29°. 
British Medical Journal, 1, 175. 
The Autonomic Nervous System, 


Arnold, London. 


In a booklet entitled Health Services in Britain (H.M.S.O., 
3s. net) the Central Office of Information has added another 
useful publication to its series of “ Reference Pamphlets.” 
Starting with water supply and sewerage, the booklet proceeds 
to describe the other public health services, the National 
Health Service, and industrial health. There are additional 
sections on the health services in Scotland and Northern 
Ireland, on the Medical Research Council, and on profes- 
sional training in Britain; a bibliography of Government 
publications ; and a useful list of the names and addresses 
of health departments and organizations. Some statistics are 
given of the National Health Service. About 97% of the 
population of Great Britain uses the Service ; 98% of general 
practitioners, the “great majority” of specialists, 94% of 
dentists, and almost all chemists are taking part in it. The 
cost of the Service amounts to about 34% of the total 
national resources, and four-fifths of the gross cost (£570m.) 
falls on the Exchequer to be met from general taxation. 
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INFLUENCE OF HYDROCHLORIC ACID 
ON GASTRIC SECRETION AND 
EMPTYING IN PATIENTS WITH 

DUODENAL ULCER 
BY 


J. N. HUNT, M.D., D.Sc. 
Department, Guy's Hospital Medical School, 
London 


Physiology 


There are at least three possible ways of accounting for 
gastric hyperfunction in patients with duodenal ulcer. 
They are: (1) an increased number of cells which secrete 
acid (Meyers, 1948; Guiss and Stewart, 1948; Hunt, 
1950 ; Cox, 1952; Card, 1952: Hunt and Kay, 1954); 
(2) an increased vagal drive to the gastric mucosa (Drag- 
stedt, 1956); and (3) a failure of the duodenal 
mechanisms which inhibit gastric activity; this hypo- 
thesis embraces both gastric secretion and emptying 
(Shay, 1944). The present paper is concerned with the 
last of these possibilities. 


Methods 


The main purpose of the present experiments was to 
examine the influence on gastric secretion of low concentra- 
tions of acid added to test meals. Such acid might be 
expected to have three effects : it should stimulate duodenal 
receptors which slow emptying and thus prolong gastric dis- 
tension by the meal. Since gastric distension is a stimulus 
to secretion in man (Hunt and Macdonald, 1952 ; Macdonald 
and Spurrell, 1953) such slowing of emptying should increase 
gastric secretion; on the other hand, acid should depress 
secretion via the duodenal inhibitory mechanism or possibly 
by inhibiting the release of gastrin (Woodward, Lyon, 
Landor, and Dragstedt, 1954). Thus whether added acid 
increases or decreases gastric secretion will depend upon the 
balance between the increased stimulus of distension and the 
inhibition of secretion from the duodenum. It has been 
found that in most normal subjects adding sucrose to test 
meals delays emptying and reduces secretion, but in two the 
addition of sucrose caused an increase of secretion. On 
further examination it was found that in these two subjects 
increasing gastric distension produced an unduly large 
increase in gastric secretion (Hunt, 1954). 

For the present experiments, which were mainly concerned 
with inhibition of secretion, it was decided to use a solution 
of glucose as the control meal to which acid could be added 
as a variable. By slowing the emptying of the meals with 
glucose it was hoped to minimize the effect of the added acid 
on emptying. A further advantage of adding glucose to both 
meals is that it minimizes (Bandes, Hollander, and Glick- 
stein, 1940) the absorption of water from the stomach which 
occurs to some extent in man (Hunt, 1949), so that phenol 
red added to the meal may be used as a reliable marker to 
determine the volume of original meal remaining. 

The methods used have been described (Hunt, 1954). In 
essence the technique involves giving a test meal containing 
a dye which is not absorbed in the stomach. After 30 
minutes the gastric contents are recovered, and from the 
amount of dye remaining the volume of the original test meal 
in the stomach at the time of recovery may be calculated. 
Further, the volume of the gastric contents which has passed 
into the duodenum may be assessed, together with the total 
amounts of acid, chloride, and pepsin secreted. From the 
amounts of acid and chloride secreted the outputs of hypo- 
thetical parietal component and non-parietal secretions may 
be found. Twenty-seven volunteer students were studied and 
18 tests were made in 16 patients with a diagnosis of 
duodenal ulcer without pyloric stenosis. The patients were 
under treatment in the medical and surgical wards, and the 
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majority were not having pain during the period of the tests, 
nor did any of them have pain during their test. The control 


meal was 750 ml. of solution containing 100 g. of glucose 
per litre: the experimental meal was similar except that 
20 mEq HC! per litre of meal was added, a level of acidity 
which may be exceeded for 12 hours out of 24 in the gastric 
contents of normal subjects (Atkinson and Henley, 1955) 
By giving the meal down the tube and by not taking up the 
tube during the digestive period the slowing of emptying 
resulting from the stimulation by acid of receptors lying 
between the lips and the cardia was avoided (Hunt, 1956) 
Saliva was aspirated during the tests 


Results 


Gastric Emptying—Table I shows that no marked 
difference between the rates of gastric emptying in normal 
subjects and patients with duodenal ulcer was found. More- 
over, the slowing of the emptying of the meal by added acid 
was equal in the two groups 
Taste |. —Jnfluence of 20 mEq HC! litre of Test Meal on Gastric 

Emptying of a Solution of Glucose (100 g./ litre) 


27? Norma 18 Tests in 16 Patients 
Subjects with Duodena! Ulcer 
Mean Mean 
| | | Changs 
with Acid with Acid 
Mean volume of mea! re 
maining in stomach « 
min § 4 +37-7 
S_E. of mean 9 9 23 +13 
Mean volume of gastric con- 
tents at 30 min. (mi.) 566 10-8 S42 +23 
S.E. of mean 9 +9 21 9 


Gastric Secretion—Table Il shows that the patients with 
duodenal ulcer as a group secreted twice as much acid. 
chloride, and pepsin as did the normal subjects. Adding 
acid to the test meal reduced the secretion of acid in the 


Taste 11.—/nfluence of 20 mEq HCI / litre of Test Meal on Gastri: 
Secretion in Response to a Solution of Glucose (100 g./ litre) 
All Data Refer to a Digestive Period of ¥ Minutes 


27 Normal! i8 Tests in 16 Patients 
Subjects with Duodenal Ulcer 
Mean Mean 
Solution Change Solution Change 
with Acid : with Acid 
Mean amount of acid (mEq) $1 1 12-5 0-7 
S_E. of mean 06 03 +17 08 
Mean amount of chivoride 
(mEq) a4 -O1 18-5 07 
S.E. of mean +07 20 10 
Mean amount of pepsin 
(units) 6.00 No 11,300 No 
change* change* 
S_E. of mean 870 1,900 
Mean volume parictal com- 
ponent (mi.) % 7 87.8 -39 
S.E. of mean 38 2:1 11-7 41 
Mean volume non-parieta! 
secretions (mi .) 18-5 65 350 -10 
S.E. of mean 18 21 +34 


* Because of very large changes occurring in some subjects the effect of 
acid was determined by comparisons of 
amount secreted with added acid 
amount secreted with contro! meal. 
This gives an equa! weight to halving and doubling the outputs of pepsin in 
each subject 


lo 


normal subjects by an average of one-fifth but produced no 
other significant mean change in the measurements of these 
quantities in either group 

Because the chloride of the gastric secretion has its origin 
in at least two types of cell it is often helpful to describe 
the gastric secretion of electrolytes in terms of the hypo- 
thetical acid or parietal component and the non-parietal 
secretions (Hollander, 1938; Fisher and Hunt, 1950), 
although with some reservations (Hunt, 1957). The data 
expressed in these terms show that the hypersecretion in the 
patients with duodenal ulcers involves not only the acid- 
secreting parietal cells but also the sources of the non- 


parietal secretions. The addition of acid to the test meal 
decreased the mean secretion of parietal component and 
increased the output of non-parietal secretions in the normal 
subjects, but produced no significant mean changes in the 
patients with duodenal ulcers. It will be seen from Fig. 1, 
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Fic. 1.—Relation between changes in outputs of acid and chloride 
on adding 20 mEq H+/1. of test meal (glucose 100 g./1.). 


in which the change in the output of acid has been plotted 
against the change in the output of chloride for each subject. 
that the changes in the outputs of these two electrolytes on 
adding acid were considerable and correlated with each other 
in much the same way in both groups. This relationship ts 
masked when only the mean data are considered. 


Discussion 
Gastric Emptying 


It has so far proved impossible in this laboratory, using 
various test meals, to provide any convincing evidence that 
as a group patients with, duodenal ulcers have stomachs 
which empty more rapidly than normal subjects. This could 
be the result of our normal subjects being younger or more 
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response to 20 mEq HC1/litre of test meal (glucdse 100 g./1.) and 
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physically active than the patients, but it does not seem a 
probable explanation, since these factors have not masked 
the hypersecretion of acid and pepsin which is associated 
with duodenal ulcer. 

In the data based on these experiments the magnitude of 
the influence of added acid on gastric emptying depends 
upon the gastric secretory response to the control meal. 
a finding which confirms that of Shay and Gershon-Cohen 
(1934). 

In Fig. 2 the change in the volume of the meal remaining 
after adding acid to the test meal has been plotted against 
the secretion of acid in response to the control meal for 
each subject. For the normal subjects there is a tendency, 
significant at the 1 in 20 level, for the added acid to be more 
effective in slowing emptying in those subjects who secreted 
little acid in response to the control meal. Moreover, the 
subjects were unselected, whereas Shay and Gershon-Cohen 
(1934) chose subjects with hyperchlorhydria and achlorhydria 
in arriving at their conclusion. It is clear that the mechanism 
for the slowing of emptying responds effectively to such low 
concentrations of acid as 20 mEq/l. even under conditions 
chosen to minimize the influence of acid by adding glucose 
to the control meal. 

The Shay (1944) hypothesis also suggests that in patients 
with duodenal ulcer the threshold of the mechanism which 
delays emptying is raised during the activity of the ulcer and 
returns to normal during remission. From what has been 
said above it is clear that comparisons of the reactivity of the 
mechanism which slows gastric emptying in response to acid 
must take into account the amount of acid secreted in 
response to the control meal. The line fitted to the data for 
normal subjects in Fig. 2 shows that a group of patients with 
a mean secretion of 6 mEq H* would not be expected to 
show any slowing of emptying by added acid. When the 
points are considered individually it may be seen that the 
normal subject who secreted 12.5 mEq H+ showed no slow- 
ing of emptying by added acid. Since 12.5 mEq is the mean 
amount of acid secreted by the patients with duodenal ulcer, 
no slowing of emptying by added acid would be expected in 
these patients as a group if the mechanism were normal. In 
fact, the slowing of emptying was equal in the normal sub- 
jects and the patients with duodenal ulcer, a finding which 
implies that the mechanism which slows emptying in response 
to acid is overactive in patients with duodenal ulcers. 

It is remarkable that the single-withdrawal method used 
here, which confirms that acid is more effective in slowing 
emptying in normal anacid subjects than it is in those 
secreting much acid, fails to confirm Shay’s findings in 
patients with duodenal ulcers. It is possible that the dis- 
crepancy arises because Shay was principally recording 
“emptying time,” which depends not only on the rate of 
emptying in the main part of the digestive period but also 
upon the final rapid emptying demonstrated by Hunt and 
Macdonald (1954), whereas the present data refer only to the 
first 30 minutes of the digestive period. 


Gastric Secretion of Acid 


The second part of the Shay hypothesis postulates that the 
gastric hypersecretion of patients with duodenal ulcer results 
from the failure of the duodenal inhibitory mechanism to 
slow gastric secretion as the gastric contents become more 
acid. In confirmation of this it will be seen from Table II that 
adding 20 mEq HCI/1. of test meal did depress the secretion 
of acid by about one-fifth in the normal subjects but that the 
mean depression of secretion in patients with duodenal ulcer 
was negligible. 

A more detailed examination of the data on secretion, set 
out in Fig. 3, gives a somewhat different impression from that 
obtained by studying the mean data of Table LU. It will be 


seen that for the normal subjects the greater the amount of 
acid secreted in response to the control meal the greater 
was the reduction in the secretory response when acid was 
added to the test meal (see also Hunt, 
Spurrell, 


Macdonald, and 


1951). The data for 1i out of 18 tests in patients 
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with duodenal ulcer conform to this normal pattern, even 
though in one patient the secretion was five times greater 
than the mean for normal subjects. In 6 patients out of 16 
with duodenal ulcers there was either a very small fall or an 
increase in secretion on adding acid to the test meal. No 
explanation of this increase in secretion is offered. It was not, 


INCREASE IN AMOUNT DECREASE IN AMOUNT OF ACID SECRETED 
SECRETED m.equiv. 


20. 
$ Patients with duodenal ulcers 


SECRETION IN RESPONSE TO MEAL 
(400g GLUCOSE /L) mequiv. Ht/30 min 


Fic. 3.—Relation between amount of acid secreted in response 

to a test meal of glucose solution (100 g./1.) and inhibition of 

secretion by acid added to test meal (20 mEq 1). For explana- 
tion of A, B, and C, see text. 


apparently, the result of increased distension by the meal 
containing acid, for acid did not especially delay emptying 
in these six patients. 

One patient, noted in Fig. 3 by a special symbol, was tested 
three times. After six weeks of strict medical treatment 
his gastric secretion of acid was slightly augmented, although 
he felt extremely well at the end of this period and was 
entirely free from pain. In tests at the beginning (A) and 
end (B) of this six-weeks period, adding acid to the test meal 
increased secretion. Six months later he was readmitted to 
hospital and did not respond to strict medical treatment, 
although at this time his gastric secretion of acid was less 
and adding acid to the test meal did reduce secretion (C). 


Gastric Secretion of Pepsin 


The finding that the mean output of pepsin was unaffected 
in normal subjects when the mean output of acid fell was un- 
expected, for in previous experiments in which sucrose was 
used to inhibit secretion (Hunt ef al., 1951) the secretion of 
acid and pepsin fell together. Even when the present data 
for individual subjects were examined there was no correla- 
tion between the changes in the secretion of acid and 
pepsin. It is possible that the experimental conditions were 
responsible for concealing a change. Pepsin is partly in- 
activated at pH 5, so that with the control meal there was 
probably some inactivation of pepsin during the initial part 
of the digestive period until the pH fell. When acid was 
added to the meal this putative inactivation would not occur, 
so that a small fall in output of pepsin might be masked. In 
addition the secretion of pepsin may have been inhibited by 
the glucose in the control meal leaving very little possibility 
for further inhibition. 


Significance of Failure of Inhibitory Mechanism 


It is clear that the failure of the duodenal inhibitory 
mechanism is only an inconstant and minor factor in causing 
gastric hypersecretion in these patients with duodenal ulcer, 
for marked hypersecretion was found in some patients in 
whom the inhibitory mechanism was obviously effective. In 
addition it is known that, as compared with normal subjects, 
patients with duodenal ulcers have about 75% greater 
maximal parietal secretory capacity (Hunt and Kay, 1954) 
and about 75% more parietal cells (Cox, 1952), findings which 
can account for the majority of the gastric hypersecretion of 
acid in such patients. 
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Summary 
The influence on gastric activity of adding 20 mEq 
HCl litre of test meal containing 100 g. of glucose per 
litre has been investigated in 27 normal subjects and 16 
patients with duodenal ulcer. The test meal contained a 
marker which allowed the remaining 
and amounts of acid, chloride, and pepsin secreted to be 


volume of meal 


calculated 

[hese experiments have not revealed any convincing 
evidence of abnormally rapid gastric emptying in patients 
with duodenal ulcers 

In normal subjects the less the secretion of acid in 
response to the control meal the more effective was the 
added acid in slowing emptying. The mean slowing of 
emptying by added acid in patients with duodenal ulcer 
was equal to that in the normal subjects. When the 
increased secretory response of the patients with 
duodenal ulcer is borne in mind this finding indicates that 
the mechanism which slows emptying in response to acid 
in patients with duodenal ulcer is more reactive than it is 
in normal subjects 

In response to the control meal the group of patients 
with duodenal ulcer had about twice the mean normal 
outputs of acid, chloride, and pepsin 

The added acid caused a mean fall in the output of 
acid in the normal subjects. In the patients with 
duodenal ulcer there were 10 out of 16 in whom the 
addition of acid reduced the output of acid. In the six 
others there was some augmentation of the output of 
acid 

The significance of these findings in the genesis of 
gastric hyperfunction in patients with duodenal ulcer is 
discussed 

It is a pleasure to thank many clinical colleagues for permission 
to investigate their patients with peptic ulcers, the patients them- 
selves, and the students who have co-operated in these studies. 
I am also indebted to the Society of Apothecaries for the award 


of the Gilson Scholarship, out of which part of the expenses of 
this research was defrayed 
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“The Australian Department of Health has issued a permit 
for the importation of the European rabbit flea, which it is 
hoped will intensify the spread of myxomatosis. The fleas 
are being collected from Europe this month, the time of 
the year when they are most plentiful. They will be bred 
under strict quarantine conditions. Tests will be carried 
out to ensure that the flea will not be harmful to Australian 
native animals ; experts in wild life will determine whether 
the flea represents a hazard to such animals as the koala and 
other marsupials or to certain domestic animals and birds.” 
~—New Scientist, March 14 
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POST-PARTUM BLOOD PICTURE IN 
SINGAPORE 
BY 


JEAN A. ROBERTSON, M.B., Ch.B. 
D.Obst.R.C.0.G. 
From the Department of Physiology, University of 
Malaya, Singapore 
Previous investigations carried out by Wadsworth (1952a, 
1952b, 1954) in Singapore showed that healthy people of 
all races living in a tropical climate had normal packed 
red-cell volumes, red-cell counts, and haemoglobin levels. 
The poorer classes of the population were not included in 
those investigations, but Millis (1954) found only one 
case of anaemia among 106 infants of the poorest and 
worst-fed section of the Singapore population, and it 
was of interest to find out whether there was any great 
degree of anaemia among those most likely to be affected 
—mothers in the lower-income groups. 


Material and Methods 

A total of 212 mothers were investigated in the free post- 
natal wards of the Kandang Kerbau Hospital, Singapore, 
where the inmates are all from the lower income groups. 
All patients had normal full-time deliveries without any 
haemorrhage before or after delivery, and in each case the 
puerperium was proceeding normally. They were 
in respect of race, age, or number of pregnancies, and thes 
represented a typical cross-section of non-paying patients in 
the hospital. There were 174 Chinese, 36 Indians, and 2 
Malays. Their ages ranged from 16 to 46 years, and the 
number of previous pregnancies from 0 to 11 


unselected 


The climate 
of Singapore is uniformly warm and humid (Wadsworth, 
1954); there is no malaria, very little hookworm, and less 
poverty than almost anywhere else in Asia and Africa 

All samples of blood were taken from an antecubital vein, 
using minimal stasis, on the second, third, or fourth day after 
delivery. The blood was placed in a dry stoppered bottle 
containing an ammonium—potassium oxalate mixture (Heller 
and Paul, 1934), and examination of the blood was made 
within two hours of collection. Haemoglobin estimations 
were made in all cases and haematocrit estimations in 192. 
there being slight haemolysis in 20 samples. 

Estimations of the haemoglobin concentration were made 
with an M.R.C. photometer (King ef al., 1948a, 1948b). 
Pipettes used were of N.P.L. standard, and special care was 
taken to ensure that glass cells were scrupulously clean. 
Blood was thoroughly mixed before dilution, and errors were 
eliminated so far as possible by making frequent checks with 
the calibrated neutral glass standard. The packed red-cell 
volume was estimated by Wintrobe’s method, and the 
samples were centrifuged for 45 minutes at 3,000 r.p.m 


Results 


The mean haemoglobin level was 11.85 g./100 mil. 
(S.D. 1.85), and the mean packed red-cell volume was 35.3 
(S.D. 4.77). The distribution of haemoglobin values is shown 
in Fig. 1 and the distribution of packed red-cell volumes in 
Fig. 2. Of the haemoglobin values observed, 95% were 
above 9 g./100 ml., and 86% of the packed red-cell volumes 
were over 30 There were only a few isolated cases of 
moderately severe anaemia. The lowest levels of haemo- 
globin were 4 g./100 ml. in one patient, 5 g./100 ml. in two 
patients, and 6 g./100 ml. in one patient. Two patients had 
packed cell volumes of less than 20 

No difference was observed between different age groups, nor 
was any difference found between primiparae and multiparac. 
and there was no correlation between the results observed 
and the number of pregnancies. There was, however, 2 


gradual decrease in haemoglobin levels between the second, 
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third, and fourth days. Samples of blood examined on the 
second day after delivery had a mean of 12.17 g./100 mil. 
(S.D. 1.65) while samples examined on the fourth day had 
a mean haemoglobin of 10.97 g./100 ml. (S.D. 1.82). This 
conforms with the observations of Tysoe and Lowenstein 
60 - (1950), who found 
that minimal 

50 haematological 
values were ob- 
tained on the 
a fourth post-partum 
day. Indians 
appeared to have 

20 lower haemoglobin 
levels and packed 
ior red-cell volumes 
than Chinese, but 
this could have 
34 5§$678910 0 12 1314155 16 been due to the 
HAEMOGLOBIN ¢ % fact that a larger 
1.—Distribution of haemoglobin proportion of In- 
levels, 212 patients. dians than Chinese 
had their blood taken on the 


fourth day: this result is 
2 therefore inconclusive, al- 
though it seems possible that 
< 7 the diet of Indians living in 
60 F Singapore may be less satis- 
a than that of the 
Chinese population (Millis, 
40F 
= 
20- Discussion 
There are several records 
of previous investigations 


© 20 30 40 with which the present re- 


ACKED RED-CELI sults may be compared. In 
“ the United States of America 


VOLUME % : 
Dieckmann and Wegner 
Fic. 2.— Distribution of 1934) found 
packed red-cell volume, 192 ‘!7- ound an average 
: patients. haemoglobin level of 12.1 
g./100 ml. two to six days 
after delivery and an average haematocrit value of 36%. In 


New Zealand, McGeorge (1935) found haemoglobin levels 
15°. below normal one to three days after delivery. In 
Britain Meyer-Wedell (1943) found a mean average haemo- 
globin level of 65°, in the first four days of the puerperium. 
In Canada, Tysoe and Lowenstein (1950) found a mean 
haemoglobin concentration of 11.3 g./100 ml. and a mean 
packed cell volume of 34° on the fourth day after delivery. 
In spite of a few cases of moderately severe anaemia, the 
haematological levels in the present series are identical, 
within the normal errors of estimation and sampling, with 
those quoted above, and it would appear that there is no 
great prevalence of anaemia among the poorer mothers of 
Singapore. 

In Africa, Berry (1955) found a prevalence of severe 
anaemia before and after delivery, and he attributed this to 
multiple deficiencies, parasitic infestation, and diseases of the 
liver. The climates of Singapore and Lagos are very similar, 
but there is no severe malnutrition in Singapore and no 
prevalence of serious disease. The present results confirm, 
therefore, that anaemias observed elsewhere in the tropics 
were not a result of the climate but of poor food or ill- 
health (Wadsworth, 1952a, 1952b, 1954; Berry, 1955). At 
the same time, the high incidence of mild anaemia and the 
occasional existence of moderately severe anaemia observed 
during the present investigation show that the problem of 
post-partum anaemia should not be treated with complacency 
even in comparatively well-fed populations. 


Summary 
The haemoglobin levels and the packed red-ceil 
volumes of working-class mothers in Singapore were 
estimated two to four days after delivery. The mean 
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haemoglobin level was 11.85 g./100 ml. and the mean 
packed red-cell concentration 35.3%, a finding which 
conforms closely with observations made in countries 
with a high standard of living and a temperate climate. 
This confirms that tropical anaemias are due to other 
causes than a warm climate. 


My thanks are due to Professor E. M. Glaser for his help and 
encouragement with the investigations and to Professor B. H. 
Sheares for access to the maternity wards of the Kandang 
Kerbau Hospital. 
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Medical Memoranda 


Isoniazid Allergy 


Isoniazid sensitivity is a rare occurrence, I have treated 
more than 500 patients with this drug and have never en- 
countered marked allergic manifestations. This is also the 
experience of most chest workers in Europe and North 
America (Carr et al., 1953; Castle, 1953). 

Collins (1952) had a case in which a widespread purpuric 
rash developed after 28 days’ treatment with the drug. This 
eruption subsided when therapy was stopped and reappeared 
when it was started again. Since then several papers have 
appeared in the French literature describing a purpuric 
rash (Levi-Valenski er al., 1953) or bullous dermatitis 
(Martin, 1953), and in Germany erythroderma (Keller, 1955) 
and capillary haemorrhages (Merk and Weinreich, 1954; 
Walther and Winter, 1954) have also been recorded. In- 
deed, Gernez-Rieux et al. (1954) have reported fatalities in 
two patients treated with intravenous isoniazid. One 
death was attributed to anaphylactic shock and the other 
followed massive intestinal haemorrhage. Since then, 
Kalbian (1954) has reported pyrexia and malaise occurring 
in a patient following the oral administration of isoniazid. 

The following account of isoniazid allergy is presented 
in view of the drug’s extensive use in antituberculous work, 
the extreme rarity of the condition, and the interesting clini- 
cal manifestations of the hypersensitivity. 


Case Report 


A man aged 45 was found to have tuberculous infiltration 
in the right apex and first and second right intercostal 
spaces. A l-cm. cavity was visible tomographically in the 
4 and 5 cm. cuts; acid-fast bacilli were recovered from 
his sputum on direct smear, and crepitations were audible 
on auscultation over the posterior segment of the right 
upper lobe. A diagnosis of active pulmonary tuberculosis 
was made. He was placed on absolute rest in bed and a 
course of intramuscular streptomycin, 1 g. daily, P.AS., 
12 g. daily, and isoniazid, 200 mg. daily, each of the latter 
in three divided doses, which were administered orally. 

After 24 days he complained of rawness and burning 
behind his xiphisternum, with some nausea, abdominal dis- 
tension, and discomfort on swallowing at the level of the 
lower end of the sternum. The following day his malaise 
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and nausea after meals were more marked and he com- 
plained of anorexia and frontal headaches Nothing ab- 
normal was detected on physical examination of his pul- 
monary, abdominal, or nervous systems. A barium-meal ex- 
amination was negative and his symptoms were attributed 
to oesophageal reflux. He was propped up in bed and 
“aludrox”™ prescribed. On the twenty-sixth day of treat- 
ment he was observed to have a pyrexia of 101° F. (38.3 
C.) and a generalized erythematous rash of the face, neck, 
trunk, and limbs. Three small petechial haemorrhages were 
noticed on his soft palate and also on the right pillar of 
his fauces. He complained of photophobia, slight lacri- 
mation, and both eyes were severely injected, 

During the next two days the anterior and posterior cer- 
vical chain of glands on both sides of the neck became 
enlarged and extremely tender. There were also swollen 
tender glands in the supraclavicular regions, in both axillae, 
and in the inguinal regions, and both epitrochlear glands 
were similarly involved. His spleen was palpable two 
fingerbreadths below the costal margin. There was puffi- 
ness of his face, ears, eyelids, and neck. He had a con- 
siderable sacral pad, and a moderate degree of oedema of his 
ankles was present, He experienced some discomfort and 
tightness of his chest on deep breathing, a moderate degree 
of bronchial spasm was audible on auscultation through- 
out both lung fields, and he complained of rawness and dry- 
ness of his pharynx, trachea, and bronchi. His sedimenta- 
tion rate had risen from 7 to 22 mm. per hour; his total 
white-cell count mounted from 6,600 to 14,000 per c.mm. 
and his eosinophils gradually increased to 30% during the 
next five days. Serum electrolytes, proteins, and pro- 
thrombin time were within normal limits. 

A diagnosis of drug allergy was made as soon as the rash 
appeared and all drug therapy was discontinued. Despite 
negative intradermal testing with streptomycin, 0.1 g., and a 
patch test with 20% P.A.S. solution, it was assumed that 
drug sensitivity was most probably attributable to strepto- 
mycin allergy, as isoniazid hypersensitivity had never been 
encountered previously. Five weeks later, when the erythe- 
matous rash had cleared, the entire skin had desquamated, 
and the adenopathy and splenomegaly had _ subsided, 
isoniazid alone was very cautiously recommenced. On the 
first day 50 mg., and on the second 100 mg., of isoniazid 
alone, were administered. Within 36 hours of the first 
tablet being ingested, the patient again complained of 
nausea, malaise, headaches, a generalized pruritus, with 
erythema of the face, trunk, and limbs, and a much milder 
generalized adenopathy of all the glands which had previ- 
ously been involved. Once again his face, ears, lids, and 
sacrum became oedematous. His total white count rose to 
13,200 per c.mm. and his eosinophils once more increased 
to 12 The drug was promptly withdrawn and in nine 


- 


days the symptoms and oedema had subsided. 


COMMENT 


This is a case of severe isoniazid hypersensitivity having 
features rather similar to a case of P.A.S. allergy reported 
by Mann (1953). Antihistamines, both orally and by direct 
application, were of no avail in easing this patient's pro- 
found pruritus, but considerable relief was obtained from 
the topical application of 24° hydrocortisone acetate. 


MANN, M.D., B.Sc.. D.P.H., 


Consultant Chest Physician, Halifax Hospital Group. 
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Sudden Death from an Asymptomatic 
Phaeochromocytoma 


The following case is recorded because it serves to illustrate 
the diversity of clinical picture produced by phaeochromo 
cytoma. The condition may be associated with symptoms 
due to paroxysmal or established hypertension with its con- 
comitant complications. Between attacks the patient may 
be asymptomatic and not hypertensive (Mackeith, 1944) or, 
rarely, the tumour may produce no hypertension whatsoever 
Cases are on record where the tumour has been found inc: 
dentally at necropsy, especially in elderly subjects, and has 
produced no disability during life. The present case is 
thought to be worth describing, since the tumour was ap- 
parently quite symptomless until it produced the sudden and 
dramatic death of the patient. 


Case REPORT 


A married woman aged 42 was admitted to the Bradford 
Royal Infirmary in August, 1955, with a 24-hour history of 
vomiting. She had always enjoyed good health except for 


a very transient episode of vomiting four years previously, 
and she was regarded by her relatives as an unusually ro- 
bust, active person. On August 19 she went to work in a 
local mill and while there developed sudden severe vomiting. 
She was taken home and went to bed. The following day. 
as she felt very ill, her doctor was called and he recorded 
her temperature as 104° F. (40° C.) but could find no evident 
cause for her condition. Further examination revealed a 
mentally alert, restless, anxious, and dyspnoeic patient. Het 
skin was pale and grey and she was sweating profusely 
There was pronounced blanching of the extremities and 
some diffuse cyanotic mottling of the skin. There was a 
tachycardia of 150 a minute, B.P. 140/100, and the fundi 
were normal. The heart did not appear enlarged. The 
patient died quite suddenly 15 minutes after admission. 

At necropsy a large tumour of the right suprarenal gland 
was found (see Fig.) This weighed 665 g. and on section 
was cystic. It contained necrotic areas and a large amount 
of recent blood clot. There was no left ventricular hyper- 
trophy. Histologically the tumour was found to be a 
phaeochromocytoma. 


COMMENT 


The interesting feature in this case was the absence of 
any previous disability and the excellent health of the 
patient. The episode of vomiting which occurred four years 
previously may or may not have been caused by the tumour. 
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No previous clinical information is available, as she had 
never had occasion to visit her own doctor. Clinically the 
appearances were suggestive of a Waterhouse—Friderichsen 
syndrome. The suddenness of death suggested it was in 
some way related to the massive haemorrhage into the 
tumour, and this may also have produced the pyrexia. 


{ thank Dr. C. L. 
Dr. M. Gollikeri, 


cAaminatior 


Davidson for permission to publish, and 
who kindly performed the post-mortem 


W. B. VaLtance, M.B., Ch.B., 


Medical Registrar, Bradford Royal! Infirmary. 
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Mercury Dermatitis in a Tattoo: Treated with 
Dimercaprol 


A number of cases have been reported of mercury sensi- 
tivity arising in the red areas (cinnabar) of tattoos. In some 
cases the use of mercurial applications elsewhere has led 
to the development of sensitivity and the red areas of the 
tattoo have subsequently become swollen (Unna, 1930). 
Other cases are reported in which the sensitivity has devel- 
oped spontaneously (Ballin, 1933; Sulzberger er al., 1944). 
A case is described here of a patient who had no other 
contact with mercury and who in addition to the local 
eczematous response developed a widespread eruption. The 
condition quickly responded to injections of dimercaprol. 


Case REPORT 


A man aged 28 was tattooed eight years ago on the right 
forearm and showed at this time no abnormal reaction. 
The design showed a red heart pierced by a blue stiletto 
and intertwined with a blue scroll bearing the caption “ True 
Love—-Maisie.” A few dots of red were present in the scroll 
and also represented blood near the tip of the stiletto. 
Later he married, but not Maisie. His wife objected to the 
tattoo, and on one occasion asked him to have the name 
altered. For other reasons family stress developed, and 
shortly after the onset of the eruption his wife left him. 

The patient was first seen at the out-patient department 
in May, 1955. There was no previous history of skin dis- 
orders, His father and mother had unspecified rashes, but 
his two brothers and a sister had been free from skin 
eruptions. Two months before his first attendance the red 
areas of the tattoo became swollen and irritable. Treatment 
with zinc cream was given, but the whole area became red, 
oedematous, and vesicular, and after three to four weeks an 
eczematous rash developed over the face, trunk, and limbs. 
A diagnosis of mercury dermatitis was made and the patient 
admitted to hospital. After two days the condition was 
slightly worse and intramuscular injections of dimercaprol 
were begun, with a dose of 400 mg. on the first day, 200 mg. 
a day for five days, and then 100 mg. a day for three 
days. The condition improved rapidly and by the end of 
the course was clear except for scaling and a little swelling 
of the red areas of the tattoo. He was discharged home 
whilst awaiting surgical removal of the tattoo, and 7 to 10 
days after the last dimercaprol injection the red areas again 
became more swollen and started weeping. After a few 
days the whole tattoo area was swollen, the red areas had 
become ulcerated, and a widespread eczema again 
developed. 

He was readmitted to hospital, and after a period of four 
days in which no improvement occurred dimercaprol injec- 
tions were restarted. A dose of 400 mg. was given on the 
first dav; 300 mg. on the next day; 200 mg. a day for 
two days, and 100 mg. a day for two days. By the end of 
the course the conditien had again subsided, although the 
red areas of the tattoo were still prominent. Seven days 
later these areas again became raised and weeping, and the 
whole area was swollen. Once more dimercaprol injec- 


tions were recommenced and 150 mg. a day was given for 
the next 10 davs. Improvement occurred in a few days, and 


by the end of the 10 days the whole area was quiet except 
for the slightly raised and still ulcerated red areas. Three 
days later the tattoo was excised and grafted, since when 
there has been no further trouble. 

It is of interest that for a few days when an in-patient 
he developed sore and scaling lips. This ceased when his 
temperature was taken with a thermometer not kept in 
biniodide of mercury. 

Investigations—Urine : Normal; specimens before and 
after the second course of dimercaprol showed no appreci- 
able mercury content. Blood : W.R. and Kahn, negative ; 
cytology within normal limits except for a neutrophil leuco- 
cytosis (total neutrophils 9,000 per c.mm.) when first ad- 
mitted to hospital. Histology : During the second attack a 
piece of ulcerated red tattooed skin was excised, This was 
examined by Dr. R. L. Bishton, who reported: “ The 
floor of the ulcer consists of necrotic material overlying 
inflammatory granulation tissue which extends deep into the 
dermis. The cellular reaction is very intense, and is com- 
posed of lymphocytes and monocytes with a few plasma 
cells. Although there are collections of blackish pigment 
particles no foreign-body giant cells are seen. No vascular 
lesions are observed and there is no tissue necrosis in the 
dermis itself. Patch tests : These were performed one day 
after stopping the last course of dimercaprol. 2% ammoni- 
ated mercury, 1% biniodide of mercury, 1% perchloride of 
mercury, and sulphide of mercury (cinnabar) powder all 
showed a well-marked positive reaction after 12 hours, 
which was greatest with the biniodide. 


COMMENT 


In this case there was no history of recent contact with 
mercury which might have sensitized his skin. The family 
tendency to “rashes” and the coincident considerable 
marital stress may well have played a part in the develop- 
ment of this allergic reaction. 

The results of the patch tests are of interest. In the 
past some of these cases have shown a positive response 
to various mercury salts, but not cinnabar (Unna, 1930; 
Madden, 1939; Sulzberger et al., 1944). However, Sulz- 
berger (1937) and Novy (1944) describe similar cases in 
which the patch tests were also positive to cinnabar. Com- 
menting on the inconsistency of these findings, Rook and 
Thomas (1952) suggest that the hypersensitivity may be 
to a derivative compound. The very marked sensitivity to 
biniodide of mercury was obviously the cause of the 
eczematous reaction on the lips due to contact with a 
thermometer kept in biniodide of mercury. 

It seemed clear that dimercaprol quickly reduced the re- 
action on all three occasions, The two relapses which 
occurred after courses of dimercaprol both started 7 to 
10 days after it was discontinued. A single dose is said 
to be effective for only about four hours (Miles Weatherall, 
1948). Presumably dimercaprol will only neutralize the 
mercury in close contact with the tissue fluids and not 
that towards the centre of the depots of cinnabar. It may 
be that the interval of 7 to 10 days was necessary for cinna- 
bar in the depots to diffuse again into the tissue fluids 
or possibly to undergo some chemical change as suggested 
by Rook and Thomas. 


We thank Dr. D. M. M. Thomson for his help in the clinical 
management of the case; Dr. C. D. Evans for his help with the 
paper; and Mr. D. C. Bodenham, who carried out the skin 


excision and graft. 
F. E. S. Kemer, M.B., Ch.B., 


R. P. Warin, M.D., M.R.C.P., 
United Bristol Hospitals. 
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and nausea after meals were more marked and he com- 
plained of anorexia and frontal headaches. Nothing ab- 
normal was detected on physical examination of his pul- 
monary, abdominal, or nervous systems. A barium-meal ex- 
amination was negative and his symptoms were attributed 
to oesophageal reflux. He was propped up in bed and 
“aludrox” prescribed. On the twenty-sixth day of treat- 
ment he was observed to have a pyrexia of 101° F. (38.3 
C.) and a generalized erythematous rash of the face, neck, 
trunk, and limbs. Three small petechial haemorrhages were 
noticed on his soft palate and also on the right pillar of 
his fauces. He complained of photophobia, slight lacri- 
mation, and both eyes were severely injected. 

During the next two days the anterior and posterior cer- 
vical chain of glands on both sides of the neck became 
enlarged and extremely tender. There were also swollen 
tender glands in the supraclavicular regions, in both axillae, 
and in the inguinal regions, and both epitrochlear glands 
were similarly involved. His spleen was palpable two 
fingerbreadths below the costal margin. There was pufli- 
ness of his face, ears, eyelids, and neck. He had a con- 
siderable sacral pad, and a moderate degree of oedema of his 
ankles was present, He experienced some discomfort and 
tightness of his chest on deep breathing, a moderate degree 
of bronchial spasm was audible on auscultation through- 
out both lung fields, and he complained of rawness and dry- 
ness of his pharynx, trachea, and bronchi. His sedimenta- 
tion rate had risen from 7 to 22 mm. per hour ; his total 
white-cell count mounted from 6,600 to 14,000 per c.mm. 
and his eosinophils gradually increased to 30% during the 
next five days. Serum electrolytes, proteins, and pro- 
thrombin time were within normal limits. 

A diagnosis of drug allergy was made as soon as the rash 
appeared and all drug therapy was discontinued. Despite 
negative intradermal testing with streptomycin, 0.1 g., and a 
patch test with 20% P.A.S. solution, it was assumed that 
drug sensitivity was most probably attributable to strepto- 
mycin allergy, as isoniazid hypersensitivity had never been 
encountered previously. Five weeks later, when the erythe- 
matous rash had cleared, the entire skin had desquamated, 
and the adenopathy and splenomegaly had subsided, 
isoniazid alone was very cautiously recommenced. On the 
first day 50 mg., and on the second 100 mg., of isoniazid 
alone, were administered. Within 36 hours of the first 
tablet being ingested, the patient again complained of 
nausea, malaise, headaches, a generalized pruritus, with 
erythema of the face, trunk, and limbs, and a much milder 
generalized adenopathy of all the glands which had previ- 
ously been involved. Once again his face, ears, lids, and 
sacrum became oedematous. His total white count rose to 
13,200 per c.mm. and his eosinophils once more increased 
to 12%. The drug was promptly withdrawn and in nine 
days the symptoms and oedema had subsided. 


COMMENT 


This is a case of severe isoniazid hypersensitivity having 
features rather similar to a case of P.A.S. allergy reported 
by Mann (1953). Antihistamines, both orally and by direct 
application, were of no avail in easing this patient's pro- 
found pruritus, but considerable relief was obtained from 
the topical application of 2}% hydrocortisone acetate. 


BertRAM MANN, M.D., B.Sc., D.P.H., 


Consultant Chest Physician, Halifax Hospital Group. 
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Sudden Death from an Asymptomatic 
Phaeochromocytoma 


The following case is recorded because it serves to illustrate 
the diversity of clinical picture produced by phaeochromo- 
cytoma. The condition may be associated with symptoms 
due to paroxysmal or established hypertension with its con- 
comitant complications. Between attacks the patient may 
be asymptomatic and not hypertensive (Mackeith, 1944) or, 
rarely, the tumour may produce no hypertension whatsoever 
Cases are on record where the tumour has been found inc: 
dentally at necropsy, especially in elderly subjects, and has 
produced no disability during life. The present case is 
thought to be worth describing, since the tumour was ap- 
parently quite symptomless until it produced the sudden and 
dramatic death of the patient. 


Case REPORT 
A married woman aged 42 was admitted to the Bradford 
Royal Infirmary in August, 1955, with a 24-hour history of 
vomiting. She had always enjoyed good health except for 


a very transient episode of vomiting four years previously, 
and she was regarded by her relatives as an unusually ro- 
bust, active person. On August 19 she went to work in a 
local mill and while there developed sudden severe vomiting 
She was taken home and went to bed. The following day. 
as she felt very ill, her doctor was called and he recorded 
her temperature as 104° F. (40° C.) but could find no evident 
cause for her condition. Further examination revealed a 
mentally alert, restless, anxious, and dyspnoeic patient. Her 
skin was pale and grey and she was sweating profusely. 
There was pronounced blanching of the extremities and 
some diffuse cyanotic mottling of the skin. There was a 
tachycardia of 150 a minute, B.P, 140/100, and the fundi 
were normal. The heart did not appear enlarged. The 
patient died quite suddenly 15 minutes after admission. 

At necropsy a large tumour of the right suprarenal gland 
was found (see Fig.). This weighed 665 g. and on section 
was cystic. It contained necrotic areas and a large amount 
of recent blood clot. There was no left ventricular hyper- 
trophy. Histologically the tumour was found to be a 
phaeochromocytoma. 


COMMENT 


The interesting feature in this case was the absence of 
any previous disability and the excellent health of the 
patient. The episode of vomiting which occurred four years 
previously may or may not have been caused by the tumour. 
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No previous clinical information is available, as she had 
never had occasion to visit her own doctor. Clinically the 
appearances were suggestive of a Waterhouse—Friderichsen 
syndrome. The suddenness of death suggested it was in 
some way related to the massive haemorrhage into the 
tumour, and this may also have produced the pyrexia. 


I thank Dr. C. L. Davidson for permission to publish, and 
Dr. M. Gollikeri, who kindly performed the post-mortem 
examination 


W. B. VaLtance, M.B., Ch.B., 
Medical Registrar, Bradford Royal Infirmary. 
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Mercury Dermatitis in a Tattoo: Treated with 
Dimercaprol 


A number of cases have been reported of mercury sensi- 
tivity arising in the red areas (cinnabar) of tattoos. In some 
cases the use of mercurial applications elsewhere has led 
to the development of sensitivity and the red areas of the 
tattoo have subsequently become swollen (Unna, 1930). 
Other cases are reported in which the sensitivity has devel- 
oped spontaneously (Ballin, 1933; Sulzberger et al., 1944). 
A case is described here of a patient who had no other 
contact with mercury and who in addition to the local 
eczematous response developed a widespread eruption. The 
condition quickly responded to injections of dimercaprol. 


Case REPORT 

A man aged 28 was tattooed eight years ago on the right 
forearm and showed at this time no abnormal reaction. 
The design showed a red heart pierced by a blue stiletto 
and intertwined with a blue scroll bearing the caption “ True 
Love-——-Maisie.” A few dots of red were present in the scroll 
and also represented blood near the tip of the stiletto. 
Later he married, but not Maisie. His wife objected to the 
tattoo, and on one occasion asked him to have the name 
altered. For other reasons family stress developed, and 
shortly after the onset of the eruption his wife left him. 

The patient was first seen at the out-patient department 
in May, 1955. There was no previous history of skin dis- 
orders, His father and mother had unspecified rashes, but 
his two brothers and a sister had been free from skin 
eruptions. Two months before his first attendance the red 
areas of the tattoo became swollen and irritable. Treatment 
with zinc cream was given, but the whole area became red, 
oedematous, and vesicular, and after three to four weeks an 
eczematous rash developed over the face, trunk, and limbs. 
A diagnosis of mercury dermatitis was made and the patient 
admitted to hospital. After two days the condition was 
slightly worse and intramuscular injections of dimercaprol 
were begun, with a dose of 400 mg. on the first day, 200 mg. 
a day for five days, and then 100 mg. a day for three 
days. The condition improved rapidly and by the end of 
the course was clear except for scaling and a little swelling 
of the red areas of the tattoo. He was discharged home 
whilst awaiting surgical removal of the tattoo, and 7 to 10 
days after the last dimercaprol! injection the red areas again 
became more swollen and started weeping. After a few 
days the whole tattoo area was swollen, the red areas had 
become ulcerated, and a widespread eczema again 
developed. 

He was readmitted to hospital, and after a period of four 
days in which no improvement occurred dimercaprol injec- 
tions were restarted. A dose of 400 mg. was given on the 
first dav; 300 mg. on the next day; 200 mg. a day for 
two days, and 100 mg. a day for two days. By the end of 
the course the condition had again subsided, although the 
red areas of the tattoo were still prominent. Seven days 
later these areas again became raised and weeping, and the 
whole area was swollen. Once more dimercaprol injec- 
tions were recommenced and 150 mg. a day was given for 
the next 10 days. Improvement occurred in a few days, and 


by the end of the 10 days the whole area was quiet except 
for the slightly raised and still ulcerated red areas. Three 
days later the tattoo was excised and grafted, since when 
there has been no further trouble. 

It is of interest that for a few days when an in-patient 
he developed sore and scaling lips. This ceased when his 
temperature was taken with a thermometer not kept in 
biniodide of mercury. 

Investigations.—Urine : Normal; specimens before and 
after the second course of dimercaprol showed no appreci- 
able mercury content. Blood : W.R. and Kahn, negative ; 
cytology within normal limits except for a neutrophil leuco- 
cytosis (total neutrophils 9,000 per c.mm.) when first ad- 
mitted to hospital. Histology : During the second attack a 
piece of ulcerated red tattooed skin was excised, This was 
examined by Dr. R. L. Bishton, who reported: “ The 
floor of the ulcer consists of necrotic material overlying 
inflammatory granulation tissue which extends deep into the 
dermis. The cellular reaction is very intense, and is com- 
posed of lymphocytes and monocytes with a few plasma 
cells, Although there are collections of blackish pigment 
particles no foreign-body giant cells are seen. No vascular 
lesions are observed and there is no tissue necrosis in the 
dermis itself. Patch tests : These were performed one day 
after stopping the last course of dimercaprol. 2% ammoni- 
ated mercury, 1% biniodide of mercury, 1% perchloride of 
mercury, and sulphide of mercury (cinnabar) powder all 
showed a well-marked positive reaction after 12 hours, 
which was greatest with the biniodide. 


COMMENT 


In this case there was no history of recent contact with 
mercury which might have sensitized his skin. The family 
tendency to “rashes” and the coincident considerable 
marital stress may well have played a part in the develop- 
ment of this allergic reaction. 

The results of the patch tests are of interest. In the 
past some of these cases have shown a positive response 
to various mercury salts, but not cinnabar (Unna, 1930; 
Madden, 1939; Sulzberger et al., 1944). However, Sulz- 
berger (1937) and Novy (1944) describe similar cases in 
which the patch tests were also positive to cinnabar. Com- 
menting on the inconsistency of these findings, Rook and 
Thomas (1952) suggest that the hypersensitivity may be 
to a derivative compound. The very marked sensitivity to 
biniodide of mercury was obviously the cause of the 
eczematous reaction on the lips due to contact with a 
thermometer kept in biniodide of mercury. 

It seemed clear that dimercaprol quickly reduced the re- 
action on all three occasions, The two relapses which 
occurred after courses of dimercaprol both started 7 to 
10 days after it was discontinued. A single dose is said 
to be effective for only about four hours (Miles Weatherall, 
1948). Presumably dimercaprol will only neutralize the 
mercury in close contact with the tissue fluids and not 
that towards the centre of the depots of cinnabar. It may 
be that the interval of 7 to 10 days was necessary for cinna- 
bar in the depots to diffuse again into the tissue fluids 
or possibly to undergo some chemical change as suggested 
by Rook and Thomas. 


We thank Dr. D. M. M. Thomson for his help in the clinical 
management of the case; Dr. C. D. Evans for his help with the 
paper; and Mr. D. C. Bodenham, who carried out the skin 
excision and graft. 

F. E. S. Kemer, M.B., Ch.B., 
R. P. Warin, M.D., M.R.C.P., 


United Bristol Hospitals 
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Reviews 


SURGICAL HANDICRAFT 


Pve's Surgical Handicraft: A Manual of Surgical Principles, 
Minor Surgery, and other matters connected with the work of 
Surgical Dressers, House Surgeons, and Practitioners. Edited 
by Hamilton Bailey, F.R.C.S., F.A.C.S., F.R.S.Ed. Seven- 
teenth edition. (Pp. 800+xvi; illustrated. 52s.) Bristol: 
John Wright and Sons Ltd. 1956. 
Pye's Surgical Handicraft was first published in 1884. Mr. 
Hamilton Bailey has edited every edition since 1938, and 
in this, the seventeenth edition, he has enlisted the help of 
more than SO distinguished contributors The result is an 
authoritative and reliable account of all the methods, tech- 
niques, and tests which pertain to the duties of the house- 
surgeon or surgical registrar. Many of the chapters are 
masterpieces of judicious compression, notably the ten pages 
on burns by Mr. A. B. Wallace, a short section on rectal 
operations by Mr. Gabriel, the 20 pages on eye conditions 
by Mr. Williamson-Noble, and the 70 pages in which Sir 
Reginald Watson-Jones gives a volume of information on 
fractures and dislocations. Mr. Bailey himself has written 
many articles full of practical wisdom, and we would par- 
ticularly call attention to his suggestion that the practitioner 
should pass a gastric aspiration tube as a first-aid method of 
treatment in cases of perforated peptic ulcer. There is an 
interesting introductory tribute to Mr. Pye with an accom- 
panying photograph. This is a book which the house- 
surgeon should buy. Anyone who says he cannot afford it 


must have a distorted sense of values. 
ZACHARY COPE. 


WIRE BRUSH SURGERY 


Wire Brush Surgery in the Treatment of Certain Cosmetic 

Defects and Diseases of the Skin. By James W. Burks, Jr., 

M.S.. M.D. (Pp. 154+xvi; illustrated. Sls.) Springfield, 

Illinois: Charles C, Thomas. Oxford: Blackwell Scientific 

Publications. 1956 
The removal of superficial lesions of the skin by means of 
a revolving wire brush, similar in action to the dentist's 
drill, seemed at first a rather crude suggestion. The late 
Dr. Kurtin, however, developed this technique to a point 
where dermatologists could no longer disregard its useful- 
ness. This small volume from Dr. Burks, himself a dermato- 
logist, is a lucid exposition of the potentialities of this 
development in plastic surgery, with valuable details con- 
cerning equipment and techniques, and with good 
tlhustrations 

The procedure was originally employed for the ameliora- 
tion of the deep, pitted scarring of the face which may 
follow such ills as smallpox and acne. These cosmetic 
blemishes may be of serious significance to the adolescent, 
especially the female, and may, as Burks puts it, “ scar the 
soul.” Wire brush surgery has now been employed to 
remove tattoo marks, rhinophyma, naevi, keratoses, and 
superficial epitheliomata. It has been effectively used in 
the treatment of active acne with cystic lesions, “ mar- 
supialization " of which lesions is said to be followed by 
ready healing. Hidradenitis suppurativa of the axillae has 
also been treated with success. 

The cosmetic results, while not giving a perfect skin, 
are very satisfactory in the majority of patients, whether 
coloured or white, and untoward effects such as keloidal 
scarring or infection are rare. Radiodermatitis, deep scars, 
keloids, and virulent coccal infection of the skin are contra- 
indications, since regeneration is dependent upon blood 
supply and the presence of appendages. It is possible to 
exercise very exact control of the extent and depth of treat- 
ment, and most valuable histological studies of the process 
of regeneration have been conducted. Epithelization 
begins three days after treatment and is complete in eight 
days 

I had the privilege of seeing Dr. Burks performing this 
treatment recently in New Orleans and of observing the 
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results of treatment. It is now widely employed by dermato- 
logists in America and elsewhere and is being adopted 
by plastic surgeons in Great Britain. There is no doubt 
that it is a valuable addition to the armamentarium of the 
plastic surgeon in the treatment of many skin lesions, 


especially on the face. 
P J. T. INGRAM. 


ENDOGENOUS UVEITIS 

Endogenous Uveitis, By Alan C. Woods, M.D. Illustrated 

by Annette Smith Burgess. (Pp. 303+xvi; illustrated. £5.) 

London: Baillitre, Tindall and Cox Ltd. 1956. 

It often happens in medicine that someone makes the study 
of one aspect of a subject his life’s work and the advances 
thereby gained in medical progress are usually great. But it 
rarely happens that the investigator is equipped with an un- 
usually acute intellect, both integrative and critical, that he 
has had the enthusiasm to concentrate over many years on 
a subject of great complexity, and that these qualities have 
been sustained by the resources in material and personnel of 
one of the best medical schools of the world. The occurrence 
of such a fortunate combination is an event: and this 
volume, which epitomizes the life-work of Alan Woods, of 
Johns Hopkins Hospital, is indeed an event. More than 40 
years ago he was publishing papers of great originality on 
uveitis ; and to-day he stands unique in the world as an 
authority on the subject. We who have this book in our 
hands are fortunate. 

The subject of endogenous uveitis is a relatively narrow 
one within the compass of inflammations of the uveal tract, 
and the author has further restricted it by omitting all pyo- 
genic inflammations of the inner eye. Nevertheless the sub- 
ject that remains is immense and much of it is still obscure. 
The endogenous inflammations are divided into two cate- 
gories on a clinico-pathological basis which are generally 
known as infective and allergic, but for which Woods uses 
the terms introduced by him into American literature— 
granulomatous and non-granulomatous. There are objec- 
tions to those terms, but names matter little so long as we 
know what we are talking about--and that is made abun- 
dantly clear, The book is divided into four chapters—the 
pathogenesis, the clinical picture, the aetiological diagnosis, 
and the treatment of the various manifestation of these two 
types of disease. This arrangement has much to be said for 
it, for, though the reader has to cover all four chapters to 
obtain a comprehensive picture of (say) tuberculous uveitis, 
the subject is presented to him in the sequence in which it 
unfolds itself in the clinic. The great value of the book is that 
the views expressed are those of the author himself rather 
than being a compendium of the conflicting ideas of many 
authorities ; and, since his views have been largely respon- 
sible for moulding ophthalmological thought on this sub- 
ject over the last quarter of a century, it is good to have them 
clearly and consecutively summarized. The reader's apprecia- 
tion of the book is much enhanced by the clarity of the 
writing, the excellence of its publishing, and by the beauty of 


the illustrations. 
STEWART DuKE-ELDER. 


ESSENTIALS OF DERMATOLOGY 
Essentials of Dermatology. By Norman Tobias, M.D. Fifth 
edition. (Pp. 651+xv; illustrated. 64s.) Philadelphia, 
Montreal: J. B. Lippincott Company. London: Pitman 
Medical Publishing Co. 1956. 

Five editions of this book have appeared in fifteen years. 
Its success is understandable, for here is readily accessible 
a great deal of information useful to general practitioners 
and senior students. The section on nursing at the end of 
each chapter makes it, furthermore, valuable as a book of 
reference in a nurses’ library. In this new edition more 
space has been given to the common dermatoses. One is 
a little shaken to read that “since the cause of psoriasis is 
unknown, the physician may satisfy the patient’s curiosity 
by explaining that the disease is a ‘form of birthmark,’” 
and that “ amputation is advisable in those cases of indura- 
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ted leg with -hronic indolent ulcers and tissues of lowered 
vitality which do not respond to vein ligation or skin grafts.” 
Nevertheless, the reader will find in summarized form much 
sound information about the appearance, aetiology, differ- 
ential diagnosis, and treatment of all but the rarest of skin 
disorders. 

The busy general practitioner uses a book of reference 
such as this mainly to attempt to diagnose some unrecog- 
nized condition which he has seen and to determine its 
treatment. Because observation plays such a large part 
in the diagnosis of these conditions the illustrations in a 
dermatological textbook are important. Here there are 211 
black-and-white figures and five coloured plates. Though 
many are excellent, some, including those of erythema scar- 
latiniforme, erythema multiforme, necrobiosis lipoidica, and 
morphoea, might mislead readers unfamiliar with their 
appearance. Treatment is dealt with clearly and succinctly. 
The chief difficulty for the British reader is that many 
proprietary preparations are mentioned with names which 
are unfamiliar on this side of the Atlantic. There is, how- 
ever, a valuable chapter on “dermatologic therapeutics ” 
which contains a great deal of practical information. The 
book is well produced and should prove even more popular 
than its previous editions. e- 

S. T. ANNING. 


ANATOMY FOR SURGEONS 


The Thorax, Abdomen, and Pelvis. Anatomy for Surgeons 
Volume 2. By W. Henry Hollinshead, Ph.D. (Pp. 934+ 
xiv; illustrated. £7 7s.) London: Cassell and Co. Ltd. 
1956 


This magnificent volume presents its subject from an 
entirely original aspect. The author describes himself as 
consultant in anatomy to the 600 physicians of the Mayo 
Clinic and Foundation, and it is obvious that the consulta- 
tion has been very real and that it has played a large part 
in the wide outlook and the clarity of detail which charac- 
terizes every page. We are sure that there is no surgeon, 
we might even think no physician, who will not learn some 
new fact, perhaps of vital importance, from pages devoted to 
his own particular field. 

Anatomy is now a vast subject, and to have covered every 
region with such scrupulous care is a great achievement. 
We can only refer to two regions where anatomical pro- 
gress has been of vital importance to the surgeon. With 
the work of Blalock and his colleagues the heart and great 
vessels have become of peculiar interest, and the elaborate 
description which readers will here find comes at just the 
right moment for those who are working in this new field. 
In a very different region, every abdominal surgeon will 
appreciate the importance of an exact knowledge of the 
anatomy of the bile ducts and of the variations which may 
occur in their course and in their blood supply, and here 
they are set out in the fullest and clearest manner. The 
book is finely produced and superbly illustrated both by 
complete drawings and well-devised diagrams. There could 
be no better foundation for the advanced surgery of the 


sent day. 
Henry SOUTTAR. 


ANATOMICAL TECHNIQUES 


Anatomical Techniques. By D. H. Tompsett, B.Sc., Ph.D. 
Foreword by Sir Cecil Wakeley, Bt., K.B.E., C.B., LL.D.. 
F.R.C.S. Historical Introduction by Miss J. Dobson, B.A.., 
M.Sc. (Pp. 240+xvi; illustrated. 35s.) Edinburgh and 
London: E. and S. Livingstone Ltd. 1956. 
This book is designed to act as a guide to the production of 
anatomical teaching specimens. The first ten chapters are 
devoted to the technique of dissection and mounting ; they 
put into print, largely for the first time, much information 
which was previously handed down by word of mouth from 
one generation of prosectors to the next. The section on 
anatomical illustration gives detailed instructions, and, 
though many professional artists might well criticize the 
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methods used, it is an honest attempt to obtain the best 
results from readers who might well have a minimum of 
natural talent. In the chapters on casting techniques Dr. 
Tompsett explains a craft which he has for some years 
pioneered in Great Britain. He sets out the details of each 
particular method clearly and concisely and shows a very 
real understanding of the pitfalls which are apt to beset the 
beginner. 

Adequately illustrated with line diagrams and many colour 
plates, this book is a charming combination of the ancient 
traditions of the Royal College of Surgeons and the newer 
cult of “ Do it yourself.” It is to be recommended to all who 
are concerned with making anatomical and biological teach- 
ing material. 
D. Brown. 


ACCIDENTS 


The Accident Syndrome: The Genesis of Accidental Injury. 
A Clinical Approach. By Morris S. Schulzinger, M.A., M.D. 
(Pp. 234+xxiii. 50s.) Springfield, Illinois: Charles C. 
Thomas. Oxford: Blackwell Scientific Publications. 1956. 
This book is based on the author's experience of some 
35,000 accidents treated in a general medical practice in 
Cincinnati, Ohio, between 1930 and 1948. This extensive 
study was concerned with accidents arising in the home, in 
industry, and from transport; to some extent the sample is 
selective in that the more serious injuries would have been 
admitted direct to hospital. It is well known that there is 
a high accident rate in the U.S.A., and the book reminds us 
that in 1951 there were 96,300 accidental deaths in that 
country and 9,600,000 disabling injuries from accidents. 

The book reveals some interesting contrasts to the 
accident picture in Great Britain. For example, it shows a 
cyclical pattern of distribution of accidents with the highest 
incidence in the summer months, whereas in this country 
it is in the winter months; it shows that males have a 
significantly higher accident rate than females, except in the 
first year of life, and that three-quarters of the accidents 
occur to individuals before the age of 35. It surprisingly 
pays little attention to accidents to the elderly. The author 
devotes much space to the consideration of accident prone- 
ness, but he prefers to maintain that the majority of 
accidents are solitary experiences of large numbers of 
individuals—predominantly the young, the male, and the 
maladjusted. He draws a clear picture of what he means 
by the “accident syndrome”; he refers to the universal 
risk, the abnormal environment, the maladjustment and 
irresponsibility, the trigger episode followed by the reaction 
of the individual, and the concluding accident with or with- 
out injury. 

This book is full of information and includes an extensive 
bibliography. It is clearly written and easy to understand, 
although some of the charts are not very clear. It could 
prove a useful book of reference, but to those conversant 
with safety measures in Britain it would have more value 
if it devoted more space to the methods of accident preven- 
tion in the United States. ©: 


Public speakers no doubt soon get used tosthe sight of re- 
porters below the platform industriously scribbling down their 
words—words which, in cold print, hardly ever seem adequate 
to their theme, however compelling when chosen, rehearsed, and 
uttered. And they must inure themselves, too, to the reproach 
of reporters not taking down anything, dismayed and bored by 
words for which no market exists anywhere. This worm’s-eye 
view of public life has been put to good use in British Hustings, 
1924-1950, by Mr. Arthur H. Booth, chief reporter of the Press 
Association. The author’s many years of reporting at political 
meetings, including the election tours of all Prime Ministers 
during the period, have enabled him to record here an experience 
of party political strife that is both penetrating and judicious. 
Since politicians have taken to organizing the medical profession, 
doctors may be particularly interested in this at times revealing 
book on their new lords and masters. It is published by 
Frederick Muller Ltd. for 21s. 
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WHAT IS THE CASE? 

The case the medical profession has against the pre- 
sent Government is quite simple. The case is that 
of a breach of contract, of a broken promise, of a 
failure to deal directly and simply with a body of 
men and women who entered the National Health 
Service in 1948 on what was in essence a gentleman's 
agreement—an agreement, moreover, that was pub- 
licly underwritten by both Government and profes- 
sion. Mr. Aneurin Bevan—not the initiator but the 
executor of a scheme continuously modified from 
1942 onwards—once said something to the effect 
that those working in the Health Service should be 
given an opportunity to behave. Like any other 
collection of men and women, doctors are subject to 
the usual frailties of human nature. Humanum est 
errare. But in the main practising doctors have put 
their best foot forward and have, in spite of the 
frustrations and pinpricks of officialdom—in spite of 
the blunderings of bumbledom—done a conscientious 
job of work during the past eight and a half years. 
They have looked after their patients, because that is 
what they were trained to do, and wanted to do. And 
the people of this country seem to approve of the 
result. 

But the behaviour of Governments—and most 
regrettably of the present Government—has made 
doctors deeply disturbed not so much about their 
present condition as about the future of the profes- 
sion to which they belong. The present case of 
doctors versus Government is not only the case for 
a 24%, increase of pay. According to the Spens 
Danckwerts formula this claim is at the least one 
which has the backing of justice and good faith to 
support it. It has been presented with sound statis- 
tical and judicial evidence behind it. Our negotia- 
tors have not put it forward in the spirit of a bargainer 
demanding his pound of flesh. They have asked that 
if the case is disputed to the point of disagreement it 
should be submitted to arbitration. They see an ex- 
Minister of Health, Mr. Iain Macleod, pleading for 
arbitration in the case of the dispute with the ship- 
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builders and engineers, and at the same time the pre- 
sent Minister of Health and the Prime Minister deny- 
ing arbitration to the medical profession. And the 
doctors, through Dr. Wand, Chairman of the B.M.A. 
Council, have agreed in advance to accept the verdict 
of an independent adjudicator. Why does the Govern- 
ment seek for such a reasonable solution in the one 
case and avoid it in another? Such behaviour is 
unworthy of intelligent men who assume the mantle 
of statesmen. It seems to be the behaviour of men 
who put expedient before principle, of men who 
appear to discount a small section of the community 
they govern as politically expendable material. We 
would repeat to Mr. Macmillan what he himself said 
at Leicester this week: “ Surely this is a time when 
we should accept some form of arbitration rather than 
to have recourse to self-destructive struggles . . . the 
umpire is better than the duel.” 

If we say, J’accuse, is the accusation justifiable ? 
Look at the record! The G.P. Spens Report was pub- 
lished in 1946 and the Consultant and Specialist Spens 
Report in 1948. Both reports were publicly accepted 
by profession and Government. Mr. Aneurin Bevan 

for whom it would be idle to say the profession 
had any great affection—agreed as recently as 1950 that 
the Spens Report for General Practitioners remained 
the basis for remuneration until some other basis had 
been found as a result of consultation. This agree- 
ment and this confirmation had no statutory back- 
ing. They were not embodied in the letter of the 
law. And the medical profession did not seek to 
secure this, because it believed that in this delicate 
process of the nationalization of a profession a 
Government of decent men would behave decently. 
But look at the record! When the profession's claim 
—based upon a previous Government's acceptance of 
the Spens recommendations—was put to the Minister 
of Health, Mr. Turton, in July last year, he said the 
Government could not accept the premises upon 
which it was based. Mr. Turton contended that the 
Spens formula applied only at the point of entry of 
the profession into the N.H.S. He then hedged by 
asking for a legal justification—for the letter not the 
spirit of the law. And when our negotiators com- 
plied with this, they were met not with a request for 
discussion and negotiation but with a curt suggestion 
that they should test it in the courts. When Mr. 
Vosper took over office from Mr. Turton he said in 
January this year that the Government could not 
consider the claim on its merits. Then hard on the 
heels of this was the statement that the Government 
would recommend the setting up of a Royal Com- 
mission to review medical remuneration in the light 
of its relations to other professions and (as it finally 
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came to light) those in connected occupations. In 
other words, doctors’ pay was not to be related to 
their own merits or to the Spens recommendations, 
but to the merits and incomes of others. All this 
was done without any consultation with the medical 
profession. Faced with the indignation of our 
negotiators Mr. Vosper said that the Government 
was prepared to instruct the Management Side of 
Whitley Committee B to negotiate an immediate 
increase for junior hospital staff—a move which was 
announced in the House of Lords by Lord Salisbury 
but not by Mr. Macmillan in the House of Com- 
mons. And then—within a fortnight—Mr. Mac- 
millan brushes aside all custom, convention, and 
understanding between Government and profession, 
and arbitrarily announces from the floor of the House 
of Commons that junior hospital staff are to have a 
10°. increase of pay as from April | this year. Of 
course everyone welcomes at least some increase for 
these of our colleagues. But has the 10° been arrived 
at by discussion and negotiation, or, in the failure of 
agreement, by arbitration? No. These familiar pro- 
cesses of a free democracy have been swept aside 
by an arbitrary dictatorial decision of the Prime 
Minister. And as it happens to have been a decision 
which alleviates the position of those affected it seems 
to have been passed by with little appreciation of its 
implications. What would have been the reaction 
if the decision had been to reduce the pay of junior 
staff by 10°, ? There would have been no differ- 
ence in principle. Having started with a non possu- 
mus, Mr. Macmillan then said that the work of the 
Royal Commission did not preclude some interim 
adjustment for doctors included in its terms of refer- 
ence. Next he makes an award himself to junior 
hospital staff, saying that he will make a further state- 
ment “in due course” about an interim increase for 
the other doctors covered by the Commission’s terms 
of reference. Surely this is not the time for a series 
of one-sided statements. “Surely,” in Mr. Mac- 
millan’s most recent words, “ this is a time when we 
should accept some form of arbitration. . . .” 

Who are these other doctors covered by the terms 
of reference of the Royal Commission. They are 
those taking any part in the National Health Service 
of Great Britain. The G.M.S. Committee of the 
B.M.A. was dismayed last week to learn from its 
chairman, Dr. A. Talbot Rogers, joint chairman of 
the Negotiating Committee, that our colleagues in the 
Public Health Service are excluded from considera- 
tion by the Royal Commission. Quite apart from the 
fact that Medical Officers of Health (many of whom 
act only part-time in this capacity) do take some part 
in what one might describe as the obvious N.HLS. 
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services, they are all included in the provisions of 
N.H.S. Act Part III. But it appears that Sir John 
Hawton, Permanent Secretary to the Ministry of 
Health, explained to Dr. Rogers that the apparent 
inclusion of the Medical Officers of Health in terms 
of reference of the Royal Commission was just a 
mistake. This is intolerable and must not be 
tolerated. 

It is extremely difficult to steer one’s way through 
the fog of evasion, inconsistency, and misrepresenta- 
tion of our present governors, our employers. But 
the issue is really quite simple. The present Govern- 
ment refuses to negotiate, refuses to admit the moral 
obligation to face up to the recommendations of 
the Spens Committees, and refuses the profession’s 
request for arbitration—a method of settlement of 
dispute it is trying to enforce on the workers in the 
shipbuilding industry. It sets its inconsistent face 
against all custom, understanding, and convention 
which the profession has so far understood to be 
behind its dealing with the Ministry of Health—now, 
like so many other things, in the discard. The profes- 
sion can understand honest disagreements honestly 
arrived at, and is willing and anxious to resolve them 
by discussion, negotiation, and, in the event of an 
impasse, arbitration. But it will not submit to dicta- 
tion. And it is hard to see how else one can describe 
the present series of manceuvres. 

In a timely contribution to this week's Supplement 
Dr. W. N. Leak makes an analysis of the present 
situation which should be carefully studied by every- 
one who really cares about his profession, and wants 
to see it manned in the future by men and women 
who will worthily maintain a great tradition of ser- 
vice to the country in which they live. The Royal 
Commission, as Dr. Leak puts it, “seems to be a 
business committee to assess the financial result of 
doctors’ pay without any bunkum about professional 
standards or traditions. . . .” The issue, as we have ~ 
said, is simple. There are two questions which could 
be put to the Government. The first is, “Do you 
accept the recommendations of the two Spens 
Reports?” The second is, “If you think these 
recommendations are unrealistic or not adapted to 
the conditions of to-day, will you discuss with the 
profession an alternative set of recommendations on 
which we can both reach agreement ?” The Royal 
Commission is designed to evade answers to either 
of these questions—and Dr. Leak adduces cogent 
reasons why this is so. What is at stake is the future 
of the medical profession, and its relation with an 
employer who lamentably fails to understand he is 
dealing with human beings who in 1948 really believed 
that in this country a man was as good as his word. 
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WITHDRAWAL FROM THE N.HLS. 

The plan for withdrawal of general practitioners from 
the National Health Service is published in this week’s 
Supplement. It has been drawn up by the General 
Medical Services Committee under the chairmanship 
of Dr. A. Talbot Rogers, and will be presented to the 
special conference of Local Medical Committees at 
its meeting on April 30. If this plan has to be put 
into effect withdrawal will initially take place in cer- 
tain selected areas. It is not recommended that with- 
drawal shall be total at the outset. If the special con- 
ference accepts the plan, the British Medical Guild 
will take steps to obtain and hold resignations of all 
general practitioners in the Health Service. Practi- 
tioners in the areas selected will be advised to resign 
from the N.H.S. on October 2, and during that month 
will be asked to treat their former N.H.S. patients free 
of charge. If the Government still declines to agree 
to a satisfactory settlement or to arbitration, then 
after November | standard token fees will have to be 
charged. The British Medical Guild will have funds 
from which to give financial support to general prac- 
titioners in the selected areas. These and other details 
are fully set out in the Supplement. 

The step recommended by the G.M.S. Committee is 
indeed grave. No one can pretend to welcome such 
a serious move. But doctors should make it plain to 
their patients that such a move has been forced on 
them by the Government. It is the only way in which 
the gravity of the present situation can be brought 
home to Parliament and people. It is the only way 
in which the profession can show its complete disap- 
proval of an employer who refuses to negotiate a 
claim made under the Spens recommendations, and 
refuses to agree to arbitration if a satisfactory settle- 
ment cannot be reached. Discussions, memoranda, 
interviews, exchange of letters—all have been without 
avail. As the Government rejects a reasoned case and 
a reasonable plea for negotiation or arbitration, action 
of the kind proposed is all that is left. 


OPERATIONS FOR VARICOSE VEINS 
All the modern forms of surgical treatment for varices 
have a long ancestry. Injection treatment is based on 
the method which Hippocrates is reputed to have used 
in about 400 B.c. : many small punctures were made 
in the veins to obliterate them by scarring and throm- 
bosis. The Roman Celsus described the operation of 
excision in his book written in a.p. 30, and Galen 
in the second century advocated stripping out the 
diseased veins with a hook. Ligation came later. and 
Paul of Aegina gave careful instructions for its per- 
formance in a.p. 690. All four methods— injection, 
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ligation, excision, and stripping—have their uses and 
their places in modern treatment, but the popularity of 
all of them has varied. Enthusiasm for one particular 
method and its use to the exclusion of others has 
often led to its application to unsuitable cases. Poor 
results have followed, and the method has been aban- 
doned for another which held sway for a time with 
similar ultimate result. 

The more recent history of the treatment of varices 
clearly shows the advantages or shortcomings of each 
method. Ligation of the great saphenous vein in the 
thigh was popularized by Trendelenburg in the late 
nineteenth century, and the operation became known 
by his name. He tied the vein in the middle of the 
thigh, but the operation was later improved by 
choosing the point of termination of the vein at the 
femoral vein for ligation. This was not always 
enough to give good results, because blood sometimes 
flowed back into the varices of the leg through incom- 
petent communications with the deep veins at a lower 
level. Surgeons therefore performed more radical 
operations in which large reaches of the superficial 
veins were excised. This was often time-consuming 
and laborious for the surgeon and a major operation 
for the patient. When the American surgeons W. L. 
Keller,’ C. H. Mayo,? and W. W. Babcock® introduced 
their rapid methods of extensive ablation of yeins by 
Stripping, excision was soon abandoned. An even 
quicker method was introduced soon after, when 
injection treatment was introduced and became the 
widespread practice. Until the second world war 
injections combined with ligation remained the stan- 
dard practice, but about that time it became apparent 
that the results were not always good and the method 
was subjected to scientific study by phlebography. 
A. M. Boyd and D. J. Robertson‘ and J. B. 
Kinmonth and D. J. Robertson®* showed that the 
flow of injected fluid was often uncertain and that it 
might damage valves in the important communicating 
and deep veins: this would make their valves incom- 
petent or even cause thrombosis and embolism from 
the deep veins. About the same time T. T. Myers, of 
the Mayo Clinic, introduced a more efficient flexible 
stripper which could be passed with greater ease and 
efficiency through more tortuous veins. 

Stripping combined with ligation is now the estab- 
lished operation, and there have recently been 
reports’ of good results in curing varices. There 
Keller, W. L., N.Y. med. J., 1905, 82, 385. 
* Mayo, C. H., Surg. Gynec. Obster.. 1906, 2, 385. 

Babcock, W. W., N.Y. med. J., 1907, 86, 153. 


¢ Boyd, A. M., and Robertson, D. J., British Medical Journal, 1947, 2, 452. 
Kinmonth, J. B., Proc. roy. Soc. Med., 1948, 41, 632. 

— and Robertson, D. J., Brit. J. Surg., 1949, 36, 294. 
——— Proc. roy. Soc. Med., 1955, 48, 442. 

* Carter, J. F. B., Lancet, 1954, 1, 743. 

_* Myers, T. T., J. Amer. med. Ass., 1957, 163, 87. 

Sherman, R. S., Ann. Surg., 1949, 130, 218. 

- Cockett, F. B., and Jones, D. E. E., Lancet, 1953, 1, 17. 

‘2 ___. Brit. J. Surg., 1955, 43, 260. 
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has also been a satisfying freedom from _post- 
operative embolism, probably owing to early ambu- 
lation and elevation of the limbs after operation. The 
incidence of embolism is one-half per cent. or less, 
which is no higher than for other surgical operations.’ 
Although the results from this modern combination 
of stripping and ligation are probably better than at 
any time in the past, perfection has not been reached. 
Improvement may lie in more accurate placing of the 
ligatures. The chief cause of formation of varices or 
of their recurrence after operation is incompetence of 
the valves in the veins which perforate the deep 
fascia to join the deep veins. This allows the high 
pressure in the deep veins to be transmitted to the 
superficial. A popular name for these incompetent 
perforating or communication veins is “ blow-outs.” 
They may occur in various places in the limb, and 
their distribution and anatomical variations have 
been described by R. S. Sherman.'® The most impor- 
tant and most anatomically constant is that at the 
sapheno-femoral junction, and this is readily dealt 
with. Those in the lower leg are more difficult to 
find, for they may vary in position. F. B. Cockett'' '” 
has described those above the ankle which are most 
often at fault. They frequently escape when the great 
saphenous vein is stripped, and so a special effort 
must be made to find them should there be evidence 
that they are incompetent. The technique of stripping 
has reached a high degree of efficiency. It is in the 
methods of locating incompetent communications that 
most room for improvement lies. 


“QUARTERLY JOURNAL OF MEDICINE” 


Fifty years ago the first number of the QJ.M. 
appeared. It then set a standard which, maintained ever 
since, has made it one of the finest medical periodicals 
in the world and indispensable reading in all teaching 
and clinical centres. The originator of this project, as 
of much else beneficent in British medicine, was William 
Osler. He joined forces in 1906 with John Rose 
Bradford, A. E. Garrod, H. D. Rolleston, W. Hale 
White, and R. Hutchison—now Sir Robert, happily 
still with us as the one surviving member of that great 
band of physicians. These men, who were to become 
jointly the first editors of the QJ.M., approached a 
number of their colleagues in order to form an associa- 
tion of physicians, and in the current number of the 
O.J.M., @ iubilee issue, Sir Russell Brain records their 
endeavours and those of other leading physicians of the 
day to launch the new association and its journal. The 
first meeting was held on May 23-24, 1907, when the 
then President of the Royal College of Physicians, Sir 
Richard Douglas Powell, was voted into the chair and 
became the first president of the Association of 
Physicians of Great Britain and Ireland, as it was 
named. W. Hale White (later Sir William Hale-White) 
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became treasurer, and W. P. Herringham (later Sir 
Wilmot Herringham) general secretary. The objects of 
the association were defined in the simple words—* the 
advancement of internal medicine, and the promotion of 
friendship among physicians.” 

To the first object the Q./.M. has been an invaluable 
ally. Arrangements were made at the 1907 meeting for 
its publication in conjunction with the Clarendon Press, 
Oxford, which has continued to publish it ever since. 
The idea in starting it was to publish papers which, 
“though scientifically important. were not suitable for 
the Journals, nor for the clinical or pathological 
societies.” In practice this has usually meant that the 
papers were thorough and scholarly reports of investi- 
gations or series of cases, and of greater length than is 
acceptable to most journals. The emphasis to-day as 
formerly is rather on clinical medicine than the abstruser 
weapons of biochemical or mathematical attack. In 
the friendly informality that typifies the meetings of 
the Association, in fulfilment perhaps of its second 
aim, Sir Russell Brain sees the enduring impress 
of QOsler’s personality. He “overcame the medical 
isolation of the different parts of the British Isles, which 
had previously existed, and brought the physicians of 
Great Britain and Ireland together.” The Q.J.M. may 
be seen likewise as bringing together, through the 
variety and excellence of the papers it publishes, all 
physicians who care for the advancement and sound 
practice of medicine. 


COMEDO FORMATION 


Comedones, the primary lesion of acne vulgaris, occur 
so frequently about puberty that they may almost be 
considered a physiological phenomenon. It is therefore 
surprising that the mechanism of their production is still 
a matter of controversy. Possible theories with their 
historical background have been well summarized 
recently by Lipman Cohen.' They may be divided 
roughly into two groups : those emphasizing obstruction 
to the outlet of the pilo-sebaceous follicle, and those 
based on some weakness of the forces which empty it. 
One of the oldest theories, suggested by Unna, was that 
the fundamental cause was hyperkeratosis of the follic- 
ular orifice, and H. W. Barber suggested that this might 
occur under the influence of androgens.’ J. P. O’Brien 
in his work on prickly heat drew attention to the keratin 
ring which he showed obstructed the orifice of the sweat 
duct ; he suggested that a similar mechanism might help 
to close the follicular orifice.’ Others have paid more 
attention to the sebum. This is almost certainly increased 
in quantity, but there is less agreement about its being 
altered in quality. It has been suggested that it is 
abnormally viscid, that it contains irritants which 
stimulate hyperkeratosis, or even that imperfectly in- 
voluted sebaceous cells block the ducts. But there is no 
convincing evidence so far for any of these theories. 


1 Cohen, E. L., Brit. J. Derm., 1956, 68, 362. 

® Barber, H. W., in Modern Trends in Dermatology, ed. R. M. B. MacKenna, 
London, 1948. 

3 O'Brien, J. P., Arch. Derm. Syph. (Chicago), 1952, 66, 206. 

* Grant, R. N. R., Clin. J., 1951, 80, 260. 
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Unna and Sabouraud believed the so-called acne bacillus 
was important, but infection is now considered only a 
secondary phenomenon. Among the various writers 
favouring weakness of the vis a tergo several have 
pointed out that comedones arise at the site of lanugo 
hairs, and it has been suggested that these, possibly as 
a result of imperfect growth, may be unable to keep 
the mouth of the follicle open. R. N. R. Grant* observed 
the frequency with which the succeeding hair could be 
seen penetrating the orifice at the base of the mature 
hair ; exacerbations of the acne were found to coincide 
with a fall in the proportion of follicles containing 
replacement hairs. Failure of the hair to pierce the 
follicular opening might be due to inadequate rate of 
growth or less commonly to the hair becoming curled 
within the follicle. In general those follicles which 
produced more sebum produced less hair. One other 
factor which has been suggested is weakness of the 
arrector pili muscle, which is unable to contract strongly 
enough to extrude the sebum. Probably several of these 
factors combine to produce the comedo, and the 
corollary is that treatment directed against one alone is 
unlikely to be successful. 


UNIVERSITY TEACHERS’ SALARIES 


Last week the Chancellor of the Exchequer announced 
that a further review of the salaries of academic staff at 
universities was now necessary if the standard of recruit- 
ment was to be maintained during the forthcoming 
period of expansion in the universities, and he proposed 
to ask Parliament to increase the grant to universities 
by, at first, £3m. a year, so that new rates of salary for 
full-time staff could be paid from August 1, 1957. The 
details of these new scales are given at p. 711. It is 
just two years ago that the Full-time Non-professorial 
Medical Teachers and Research Workers Group Com- 
mittee of the B.M.A,. drew the attention of the Central 
Consultants and Specialists Committee to the difficulties 
of staffing medical schools because of the low salaries 
offered to medical teachers and of anomalies in the ap- 
plication of existing scales.’ During the early part of 
last year many letters were published in the Supplement 
expressing the dissatisfaction of medical teachers with 
their remuneration, and the Council of the B.M.A. 
appointed a special committee to go into the matter.” 
Last summer a deputation from this committee, led by 
the Chairman of Council, had an interview with repre- 
sentatives of the University Grants Committee and re- 
ceived a sympathetic hearing. 

While the increased rates of pay announced by the 
Chancellor will be welcomed by medical teachers as a 
contribution towards meeting higher costs of living, many 
will feel that the rises are too small and come too late. 
Further, there is no certainty that all the universities will 
put the new rates into effect: some have not yet been 
able to pay the present permissive scales’ of salary. 
Even without taking into account the medical profes- 


* British Medical Journal Supplement, 1956, 1, 36 
* Thid., 1956, 1, 287 
® British Medical Journal, 1954, 2, 1300. 
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sion’s claim for increased remuneration, the proposed 
increases in university salaries will still allow too large 
a gap between pay in the universities and pay in the 
Health Service, and the medical schools will continue to 
fight a losing battle in trying to attract medically quali- 
fied teachers to preclinical posts. 


HORMONE-DEPENDENT CANCER 


The revival of castration' * and, later, the introduction 
of adrenalectomy* for the control of malignant disease 
of the breast and prostate have led to the conception of 
hormone-dependent cancer. At first a simple hypothesis 
appeared satisfactory : to remove the glands secreting a 
specific stimulus to a target organ which was the site of 
a hormone-sensitive neoplasm should result in regression 
of growth not only of the target organ itself but of fhe 
neoplasm. The results of treatment soon showed that 
such a simple explanation could not stand close scrutiny, 
and indeed that it ignored the profound readjustments 
and adaptations which occurred in the body after endo- 
crine ablation. Even after castration alone the function 
of the pituitary is grossly altered and other structures 
elaborate hormones which even if not exactly chemi- 
cally identical cause a physiological response indis- 
tinguishable from the primary hormone. It has long 
been known that oestrogen production often returns in 
women after the menopause, and sometimes never entirely 
ceases. The site of production was thought to be the 
adrenal glands, which had been shown to elaborate 
oestrogen in other circumstances. Further work on the 
effects of oophorectomy and adrenalectomy on the secre- 
tion of oestrogen has more recently become possible 
because of improved chemical methods of assay, and 
elsewhere in this issue R. D. Bulbrook and F. C. Green- 
wood describe their observations on a series of patients. 
They found that oophorectomy often failed to abolish 
oestrogen production, and also that adrenalectomy even 
after oophorectomy might fail to remove oestrogen 
entirely from the body, though in some cases it might 
remain absent for long periods of time. The variability 
of oestrogen excretion is great after adrenalectomy, and 
even when apparently absent for weeks or months 
oestrogen may well return either spasmodically or more 
permanently. In a second paper Greenwood and Bul- 
brook extend their observations to the effects of hypo- 
physectomy on urinary oestrogen in cases of breast 
cancer and show that even after this operation oestrogen 
may continue to be secreted. 

These observations are clearly of great importance in 
the study of hormone-dependent cancer and underline 
the necessity for further work along the same lines. It 
may be wrong to assume that, because production of 
oestrogen does not cease after oophorectomy and 
adrenalectomy or after hypophysectomy, the surgi- 
cal ablation of these glands has been incomplete ; 
in fact, evidence is now accumulating that this is not 


' Farrow, J. H., and Adair, F. E., Science, 1942, 95, 654. 

* Adair, F. E., Treves, N., Farrow, J. H., and Scharnagel, I. M., J. Amer. 
med. Ass., 1945, 128, 161. 

* Huggins, C., and Bergenstal, D. M., ibid., 1951, 147, 101. 
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necessarily the case. Other sources of oestrogen must 
be sought, and such sources may indeed be auto- 
nomous. Again the production of hormones in the 
tumour itself is a problem that has not yet been 
solved. Regression of cancer can also occur despite 
continuing oestrogen production, and therefore other 
factors in both the adrenal and pituitary glands may 
be of equal or possibly greater importance in determin- 
ing the degree of hormone dependence. The inter- 
mittent character of oestrogen production also shows 
the necessity for prolonged and continuous observations 
before any firm conclusions can be drawn not only 
about dependence on oestrogen but also about the 
nature of other factors on which the growth of cancer 
may depend. At present much of the information on 
the secretion of oestrogen after surgical ablation of 
endocrine glands has of necessity been collected from 
patients suffering from malignant disease. It would be 
unwise to accept such evidence as necessarily representa- 
tive of normal patterns, for some endocrine abnormality 
may be determined by the nature of the disease present 
at the time. 


RENAL FAILURE AFTER BURNING 


Severely burnt patients may develop renal failure, but it 
is uncertain how often this contributes to a fatal out- 
come. Despite modern methods of treatment, between 
a half and two-thirds of fatalities occur within the first 
four days after burning and are attributed in the main 
to “ shock.” Later deaths may be due to infection or 
what is loosely termed toxaemia. The toxaemic deaths 
tend to occur between four or five days and two weeks 
after burning,' and it is possible that renal failure may 
be a contributory factor or even the main cause of 
death in some of these. Pathological changes in the 
kidneys certainly occur very commonly in patients dying 
after burns. S. Sevitt? in reviewing the necropsy 
material at the Birmingham accident hospital found 
significant renal lesions in 54 out of 86 patients dying 
after burns. Fifty-one of these showed the changes of 
tubular necrosis, but only a small proportion of them 
appear to have died because of renal failure. The 
tubular changes were of two main types—namely, distal 
or diffuse tubular necrosis, occurring in about two-thirds 
of cases, and proximal tubular necrosis in about one- 
third. The former type occurred at all ages and showed 
essentially the same histological picture as that described 
following crush injuries, incompatible blood transfusions, 
abortions, and variously named lower nephron nephrosis 
or acute tubular necrosis.*~’ The latter type, proximal 
tubular necrosis, occurred more commonly in elderly 


' Hay, E. B., and Cronin, T. D., Amer. J. Surg., 1954, 87, 84. 
? Sevitt, S., J. clin. Path., 1956, 9, 279. 
* Bywaters, E. G. L., and Beall, D., British Medical Journal, 1941, 1, 427. 
* Bratton, A. B., Lancet, 1941, 1, 345. 
Lucké, B., Milit. Surg., 1946, 9, 371. 
* Dible, J. H., in Hadfield, G., Recent Advances in Pathology, 6th ed., 1953, 
London. 
? Oliver, J., Amer. J. Med., 1953, 18, 535. 
* Shen, S. C., Ham, T. H., and Fleming, E. M., New Engl. J. Med., 1943, 
229, 701. 
® Goodpastor, W. E., Levenson, S. M., Tagnon, H. J., Lund, C. C., and 
Taylor, F. H. L., Surg. Gynec. Obstet., 1946, 82, 652. 
1 Sevitt, S., J. clin. Path., 1956, 9, 12. 
11 Teschan, P. E., et al., Amer. J. Med., 1955, 18, 172. 


patients, the majority of whom had nephrosclerosis with 
or without hypertension. It appears likely, as Sevitt sug- 
gests, that the lesion is caused by a disturbance in the 
blood supply to the cortex. There would seem to be no 
satisfactory way of distinguishing between the two types 
on clinical grounds. 

It is of interest that some patients may, after burns, 
develop renal failure without oliguria.*"'® The same 
clinical picture has been described by P. E. Teschan 
and others'' after battle injuries in Korea. The 
histological changes are the same as in the more 
ordinary cases of acute tubularmecrosis, but the kidneys 
behave as though, in the commoner type of failure, they 
were in the period of diuresis immediately following the 
oliguria. It is as though they had jumped from the 
onset phase to what is known as the early diuretic phase, 
without any prolonged period of anuria or oliguria. 
There are at this time dangers of water and mineral 
depletion, because the kidney’s ability to retain these 
substances is impaired. It seems likely that more cases 
of this high-output renal failure would be discovered in 
other conditions, if patients who have been injured were 
observed more carefully. Not only should the volume 
of the urine be measured but also its specific gravity. 
Fixation of the specific gravity at about 1010 would sug- 
gest the need for further investigation, and an estimation 
of the level of urea in the blood would establish the 
presence of renal abnormality. 


FIRST GASTROENTEROLOGICAL 
DEPARTMENT 


The first gastroenterological department to be set up in 
this country was opened at the Central Middlesex Hos- 
pital on Friday last week by Sir Gordon Gordon- 
Taylor, who told the many visitors who witnessed this 
notable event that he had performed a gastrectomy 
probably before many of them were born. The director 
of this new department is Dr. F. Avery Jones, whose 
contributions in gastroenterology have received world- 
wide recognition. He is being assisted by Dr. T. D. 
Kellock, Dr. Richard Doll, and Dr. E. N. Rowlands. 
The new department contains four laboratories, an 
endoscopy theatre, an x-ray set, a library, and offices. 
It is a most efficiently and attractively designed unit 
situated in close proximity to the two wards where 
gastroenterological patients are treated. The building of 
this new unit in a hospital where so much pioneer work 
has been done on disorders of the alimentary tract has 
been made possible by the generosity of the Nuffield 
Foundation ; the equipment has been provided by the 
Medical Research Council and the North-west Metro- 
politan Regional Hospital Board. It may be noted that 
the major contribution for this new enterprise has come 
from bodies outside the National Health Service, and 
this in itself is a reminder that there is still plenty of 
room for financial support of State hospitals from out- 
side the Government. The Nuffield Foundation has 
once again put the profession in its debt by giving 
financial support to an institution and men best fitted 
to make the fullest use of it. 
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DOMICILIARY GENERAL PRACTICE IN 
PREVENTION AND TREATMENT 
OF ILLNESS 
BY 


R. N. THEAKSTON, M.A., L.M.S.S.A. 
Hutton-le-Hole, York 


Fifty years and more ago the farming community was 
prevented by bad roads and poor communications from 
travelling far from home. The local market town might 
be visited once a week in good weather only. In times 
of sickness the doctor generally went out to the patients, 
and a wide range of procedures were performed with a 
high standard of skill in their homes. In spite of keeping 
a number of horses, the doctor's area was limited to that 
over which he could travel in bad weather. 

Better roads, motor-cars, and public transport have 
opened up the countryside and widened the range of 
travel for patient and doctor alike. Health insurance 
legislation from 1911 onwards has put the patient under 
an obligation to attend at a surgery unless prevented by 
illness. Although at first rather less than a third of the 
population were covered by insurance, the encourage- 
ment of surgery attendance enabled the doctor to draw 
his patients from a wider area. The tendency has there- 
fore been for fewer doctors to serve a country district 
now than formerly. 

In 1948 the National Health Service made free medical 
service available to the whole population. Surgery 
attendance whenever possible was emphasized in the 
instructions printed on the back of medical cards, and 
accommodation that had previously been adequate had 
to undertake the reception of three times the numbers. 

Overcrowded waiting-rooms would have been un- 
avoidable even if attendances had not been increased by 
the service being free of charge. A surgery attendance 
is usually made because of some minor trouble, among 
which the upper respiratory infections form probably 
the biggest group. Attendance may be required for 
routine treatment or supervision, including antenatal and 
post-natal examination. 

Waiting-rooms probably increase the spread of a great 
deal of what is termed minor illness, the cost in lost 
working time being very heavy. Attendance for treat- 
ment or supervision often involves rearrangement of 
household work, or discomfort, or expense in travelling, 
which discourages regular attendance and prevents 
regular supervision of, for instance, diabetics and the 
elderly. 

There seems no reason why improved communications 
and modern equipment should not be used in a small 
and dispersed practice to revert to the older custom of 
mainly domiciliary work. The method would have to 
be within the framework of the National Health Service, 
and able to pay its way. 

In outlying parts of the Colonies, and in other 
European countries, it is quite common for the well- 
equipped doctor to travel to the patient. During war- 
time it was quite normal for a G.D.M.O. based on a 
hospital to do a daily round by jeep or pickup truck, 
attending scattered groups of men. At the same time he 
was available if required in an emergency by any par- 
ticular group. 
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Description of Practice and Office Routine 


My district can conveniently be described in the form of 
two equilateral triangles lying respectively above and below 
a common base, formed by the main road, which runs 
east to west, and carries the only daily bus service. The 
total distance between the northern and southern apices is 
15 miles (24 km.), and the base is 12 miles (19.3 km.) broad. 
The lower triangle consists of flat country intersected by 
narrow lanes ; the upper triangle is formed of open moor- 
land ridges which separate the deep valleys that run from 
north to south. . There is no roadway over the moor from 
valley to valley, access being only from the southern ends. 
The ridges run together to shut off the northern ends. I live 
in a village of some 200 inhabitants, which forms the hub 
of my district. 

Surgeries and chemists are available in the two market 
towns, 34 and 84 miles (5.6 and 13.6 km.) away. A bus goes 
to each of them once a week, on market day, and only those 
living near the main road are able to use more than a weekly 
service. The low roads are never completely blocked, but 
in bad winter weather the high roads may be inaccessible to 
traffic for several days at a time. There is one telephone in 
each of the dales, but elsewhere public or private instruments 
are accessible, 

Time spent on office work has been reduced to a minimum 
by keeping accurate records and using proper equipment. 
N.H.S. folders (E.C.5 and 6) are filed away and used as 
envelopes for hospital or specialist’s letters. Complete notes 
and summaries of hospital reports are kept on perforated 
Copeland Chatterson cards, which give writing space equal 
to a quarto sheet and fit the typewriter. Sixty of these cards 
occupy not quite an inch in thickness, whereas 15 E.C.5 or 6 
folders have to be firmly compressed into the same thick- 
ness. Correspondence and recorded work are typed ; on-the- 
spot notes are taken in shorthand. An alphabetical index of 
people on my list is kept up to date by pasting in additions 
and erasing departures as they occur. 

Cards in current use are kept separate, and reviewed at 
the end of each month. I retain the cards that will still be 
needed, and return the others to the main file. While doing 
this monthly review, I fill in a nominal list, showing people 
seen and visits made. The cards held back give the names of 
those who still need attention, and will form the nucleus of 
the following month's work. These names are entered on 
loose-leaves having squares for each day of the month. I 
make a rough plan for the week's work, adding or altering as 
necessary from day to day, but in the main being able to 
arrange for routine work in any district to be done on the 
same day. This is specially useful for planning my regular 
visits to the elderly or chronic sick. 


Transport 

All my journeys can be done in a small light commercial 
yan. I bought a chassis and put on a body to suit myself, 
so that I can comfortably carry equipment and a passenger 
if necessary. The overall cost was under £400, and I get 
over 40 miles to the gallon (14 km. per litre) on commercial 
petrol. It is easy to manceuvre, and is reliable, having been 
designed for frequent stops and starts. Weather conditions 
have never prevented its use, but in suitable weather I some- 
times go on foot, on a motor-cycle, or on skis. 

I plan the day’s round so that I do not have to retrace 
my steps, and leave time for delays or for diversion in 
response to additional calls that come in after I have left 
home. My patients understand this, and co-operate so well 
that almost all messages reach me during the advertised 
“surgery hours.” It is also well known that I visit certain 
people at regular intervals, or certain districts on the same 
day each week, and I get quite a lot of messages asking me 
to call when next visiting as the matter is not urgent. New 
calls generally include an often very accurate indication of 
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‘CORTISPORIN’ 
kills the bacteria of 
surface infections 


This new ointment contains bacitracin, 
neomycin and polymyxin B sulphate. 
It has a wider range of activity than 
any single antibiotic, destroying gram- 
positive and gram-negative organisms, 
including Ps. pyocyanea, proteus and 
staphylococci. Bacterial resistance or 
skin sensitisation are unlikely with 
*Cortisporin ’; nor does it induce cross- 
resistance or cross - sensitisation to 
penicillin or other antibiotics. It often 
succeeds where other antibiotics fail. 
‘Cortisporin ’, by virtue of its other 
constituent, hydrocortisone, also reduces 
inflammation. 

For further information please apply 
to BURROUGHS WELLCOME & CO., 
The Wellcome Building, Euston Road, 
London, N.W.1. 


: Cortisporin OINTMENT 


Issued in collapsible tubes of 10 gm. 
with nozzle for economical use. 


bral BURROUGHS WELLCOME & co. (The Wellcome Foundation Ltd.) LONDON 
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Fourtner researcn has now been done into the irritant effects of aspirin upon 


\ detailed report on this work appears under the heading 


“Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


so LPRI N provides calcium aspirin in pure and stable form 
cCoDIS is a compound tablet that provides codeine and phenacetin 
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the problem for which advice is being sought, so that I can 
take the necessary medicine with me. 

_ Distance and accessibility are important in planning the 
journey, especially in winter-time. Some roads may not be 
cleared until later in the day in mid-winter, or it may be 
better to hope for a slight thaw to improve conditions. If 
possible I find it better to go to the distant places first, so 
that on the way back I have more chances to pick up 
additional messages, which are telephoned to places ahead of 
me. These messages are usually passed on very well, and it 
is unusual for me not to get the message until I arrive home. 

When I started I thought I might be strained by a large 
number of extra calls or by having to cover a greatly 
increased monthly mileage. For the preceding four years 
I had been working from a surgery in the market town 
34 miles (5.6 km.) away, and not dispensing. I was now 
undertaking to visit at home, and to dispense for three- 
quarters of all the people on my list. The average distance 
covered has not been increased by as much as 100 miles, 
(160 km.) a week, and the number of visits made each month 
amount to only about 10% more than before, if. visits and 
surgery attendances are added together. This supports my 
idea that, in country work, visits are often made to a village 
from which have come some of the visitors to the day's 
surgery. A surgery may not therefore save a lot of work- 
ing time. 

The scheme has been running smothly for four and a half 
years, and I get very few seemingly trivial calls out of normal 
hours. A large number of calls ask me not necessarily to go 
that day, but to include the visit with others that I had 
intended to make in that village on the next day. I am 
probably helped in two ways. The countryman often finds 
@ journey inconvenient, and is accustomed to acting with 
consideration when asking others to travel ; and it is under- 
stood that I will go if required, attendance not depending on 
an arbitrary definition of “ seriousness.” 

Most people are now able to use the telephone properly. 
In difficulty, someone is usually willing to telephone for the 
caller, but in a few cases I have had to instruct patients, 
either by giving them simple written instructions to keep by 
them when they go to the box, or in one case by taking an 
elderly man into the box and giving him a practical demon- 
stration. Many messages come by hand or through the post. 


Domestic and Public Hygiene 


As my list is drawn from a predominantly farming com- 
munity I am probably responsible for a higher proportion of 
elderly people and lower proportion of children than I 
would be if I lived in or near a town. In other respects 
the composition is similar to that of any ordinary general 
practice. I think that the conditions of work and of life 
account for an intelligence that is lower than average and a 
poor standard of personal hygiene, although there is much to 
be deplored in the local standards of domestic and public 
hygiene. 

Many cottages and farms have no inside supply of piped 
water and no indoor sanitation ; quite a high proportion have 
no piped supply at all, and draw their water from an open 
beck which is draining from the moor or hillside. 

Although more than three-quarters of the houses in my 
own village have either an inside or an outside water-closet, 
the entire domestic and farm drainage passes either directly 
or through a septic tank into the beck which runs down the 
centre. Fish are rarely found nearer than half a mile (800 m.) 
downstream. The habit of dipping sheep may to some extent 
have a disinfectant action. Until two years ago the entire 
water supply was collected into a brick storage-tank partly 
from underground springs and partly from open drainage 
from manured meadows, or open cow or sheep pasture. 

A knowledge of domestic conditions is of the greatest help 
in dealing with the cause or the treatment of illness, and 
there is no better way of knowing these conditions than 
by habitually visiting families at home. 


DOMICILIARY GENERAL PRACTICE 


Care of Aged and Infirm 


The care of aged and infirm people, or the supervision of 
the chronically ill, may be more of a problem in the country 
than in a town. Families are smaller and young people are 
leaving the countryside in greater numbers to find better- 
paid work in the towns, so that neighbourly help is much 
more difficult to get than it used to be, and any “home 
help * scheme is defeated by being understaffed. 

Four excellent district nurses share the work of a very 
wide area, and the M.O.H. is 9 miles (14.5 km.) away, 
but it is easy to miss cases that need help unless visits can be 
made at fairly frequent intervals. Many of the elderly are 
not able to travel to a surgery some miles from their home, 
and in such cases a doctor is often not asked to help until 
urgent illness compels his attendance. Chronically sick 
people, such as diabetics, can generally get to a surgery 
quite easily, but they put off the journey if they can, unless 
they feel unwell. 

I keep a list of old people that I think ought to be 
watched, and visit many of them at regular fortnightly or 
monthly intervals. Others I see from time to time, very 
often when fine weather takes me walking in their direction. 
These old people have become accustomed to what I call 
“social calls,” and do not think it incumbent on them to 
produce a symptom that will ensure another visit or justify a 
bottle of medicine. Several of them do have a regular 
supply of one of the harmless mixtures, not because I think 
the mixture has any physiological action, but because it 
makes the patient feel better, and therefore has a therapeutic 
effect. The majority are as easily and effectively helped by 
explanation of the cause of their symptoms or signs. 

Diabetics and chronic sick are visited regularly, and know 
at what intervals to expect me. They do not phone when 
nearly out of insulin, for instance, because they know that 
enough has been given to last until my next visit. Diabetics 
are all members of the Diabetic Association, and I discuss 
with them points of interest in the Diabetic Journal ; they all 
use “ clinitest ” sets and test at variable but regular intervals, 
recording results on a calendar so that I can see them. At 
intervals I take blood, and have blood estimations done in 
hospital when I go up for my weekly anaesthetic session. 
In acute illness, especially when serious, | make a point of 
saying when I shall next call—if the family do not have to 
send for me in the meantime. 


Maternal and Infant Welfare 


I think of maternal and infant welfare as being two aspects 
of the same and most important part of my work, for in this 
branch I can concentrate from the beginning on prevention 
and education. Home visiting makes this most reward- 
ing and professionally satisfactory, and the frequency of 
visits depends more on the type of home than on clinical 
necessity. 

I like to know as soon as a woman thinks she is pregnant, 
and encourage home confinement whenever conditions are 
suitable. If I am told in time, I do a full physical exam- 
ination at about 10 to 12 weeks, including a pelvic exam- 
ination and an estimation (Sahli) of haemoglobin percentage. 
This routine applies to all cases, whether a first or sub- 
sequent pregnancy. Thereafter I visit monthly to 30 weeks, 
fortnightly to 36 weeks, and weekly or more often till con- 
finement. The blood pressure and urinalysis are recorded 
at each visit up to 36 weeks, after which urinalysis is done 
only weekly unless otherwise indicated. The abdomen may 
not always be examined at each visit until the 30th week, 
but after that time it is examined at each visit. A full exam- 
ination at the 30th to 32nd week is combined with a sample 
of venous blood, taken into a “ venule” and sent for group- 
ing, reports of rhesus factor, and a report on blood film. 
Haemoglobin is estimated on the spot, by Sahli’s method. 
Compound vitamin capsules and iron are given at the latest 
from the 30th week in the form of “ capsules abidec” and 
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ADVERTISEMENT 


gastric irritant 


aspirin 


FURTHER RESEARCH has now been done into the irritant effects of aspirin upon 
the gastric mucosa. A detailed report on this work appears under the heading 
“Aspirin and Ulcer” in the B.M.J., July 2, 1955. 


The summary of the discussion appended to this report is as follows: 


“Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


Here is a further extract from the report: “ In 
conclusion it is suggested that aspirin should 
never be given to patients with peptic uleera- 
tion, or indeed to those who have any gastric 
intolerance to it, however mild. Such an 
instruction should be given a prominent 
place in peptic ulcer advice charts, usually in 
place of much that could be safely left out. 
Some of these patients took aspirin on a full 


stomach only in powder form, with serious 


results, and, although this method almost 
certainly mitigates its irritant effects, it does 
not guarantee immunity. Calcium aspirin does 
not have this irritant action unless it has de- 
teriorated through standing, and it can be 
used with impunity, especially if prescribed in 
soluble form. This simple measure would, in 
our opinion, cut down significantly the inci- 
dence of haematemesis and exacerbations of 
ulcer symptoms.” 


so LI RI N provides calcium aspirin in pure and stable form 
CODIS is a compound tablet that provides codeine and phenacetin 


and calcium aspirin, in place of the ordinary aspirin in 
Tab. Codein. Co. B.P. 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DFPT., HULL) 
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the problem for which advice is being sought, so that I can 
take the necessary medicine with me. 

_ Distance and accessibility are important in planning the 
journey, especially in winter-time. Some roads may not be 
cleared until later in the day in mid-winter, or it may be 
better to hope for a slight thaw to improve conditions. If 
possible I find it better to go to the distant places first, so 
that on the way back I have more chances to pick up 
additional messages, which are telephoned to places ahead of 
me. These messages are usually passed on very well, and it 
is unusual for me not to get the message until I arrive home. 

When I started I thought I might be strained by a large 
number of extra calls or by having to cover a greatly 
increased monthly mileage. For the preceding four years 
I had been working from a surgery in the market town 
34 miles (5.6 km.) away, and not dispensing. I was now 
undertaking to visit at home, and to dispense for three- 
quarters of all the people on my list. The average distance 
covered has not been increased by as much as 100 miles, 
(160 km.) a week, and the number of visits made each month 
amount to only about 10% more than before, if. visits and 
surgery attendances are added together. This supports my 
idea that, in country work, visits are often made to a village 
from which have come some of the visitors to the day's 
surgery. A surgery may not therefore save a lot of work- 
ing time. 

The scheme has been running smothly for four and a half 
years, and I get very few seemingly trivial calls out of normal 
hours. A large number of calls ask me not necessarily to go 
that day, but to include the visit with others that I had 
intended to make in that village on the next day. I am 
probably helped in two ways. The countryman often finds 
a journey inconvenient, and is accustomed to acting with 
consideration when asking others to travel ; and it is under- 
stood that I will go if required, attendance not depending on 
an arbitrary definition of “ seriousness.” 

Most people are now able to use the telephone properly. 
In difficulty, someone is usually willing to telephone for the 
caller, but in a few cases I have had to instruct patients, 
either by giving them simple written instructions to keep by 
them when they go to the box, or in one case by taking an 
elderly man into the box and giving him a practical demon- 
stration. Many messages come by hand or through the post. 


Domestic and Public Hygiene 

As my list is drawn from a predominantly farming com- 
munity | am probably responsible for a higher proportion of 
elderly people and lower proportion of children than I 
would be if I lived in or near a town. In other respects 
the composition is similar to that of any ordinary general 
practice. I think that the conditions of work and of life 
account for an intelligence that is lower than average and a 
poor standard of personal hygiene, although there is much to 
be deplored in the local standards of domestic and public 
hygiene. 

Many cottages and farms have no inside supply of piped 
water and no indoor sanitation ; quite a high proportion have 
no piped supply at all, and draw their water from an open 
beck which is draining from the moor or hillside. 

Although more than three-quarters of the houses in my 
own village have either an inside or an outside water-closet, 
the entire domestic and farm drainage passes either directly 
or through a septic tank into the beck which runs down the 
centre. Fish are rarely found nearer than half a mile (800 m.) 
downstream. The habit of dipping sheep may to some extent 
have a disinfectant action. Until two years ago the entire 
water supply was collected into a brick storage-tank partly 
from underground springs and partly from open drainage 
from manured meadows, or open cow or sheep pasture. 

A knowledge of domestic conditions is of the greatest help 
in dealing with the cause or the treatment of illness, and 
there is no better way of knowing these conditions than 
by habitually visiting families at home. 
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Care of Aged and Infirm 


The care of aged and infirm people, or the supervision of 
the chronically ill, may be more of a problem in the country 
than in a town. Families are smaller and young people are 
leaving the countryside in greater numbers to find better- 
paid work in the towns, so that neighbourly help is much 
more difficult to get than it used to be, and any “ home 
help * scheme is defeated by being understaffed. 

Four excellent district nurses share the work of a very 
wide area, and the M.O.H. is 9 miles (14.5 km.) away, 
but it is easy to miss cases that need help unless visits can be 
made at fairly frequent intervals. Many of the elderly are 
not able to travel to a surgery some miles from their home, 
and in such cases a doctor is often not asked to help until 
urgent illness compels his attendance. Chronically sick 
people, such as diabetics, can generally get to a surgery 
quite easily, but they put off the journey if they can, unless 
they feel unwell. 

I keep a list of old people that I think ought to be 
watched, and visit many of them at regular fortnightly or 
monthly intervals. Others I see from time to time, very 
often when fine weather takes me walking in their direction. 
These old people have become accustomed to what I call 
“social calls,” and do not think it incumbent on them to 
produce a symptom that will ensure another visit or justify a 
bottle of medicine. Several of them do have a regular 
supply of one of the harmless mixtures, not because I think 
the mixture has any physiological action, but because it 
makes the patient feel better, and therefore has a therapeutic 
effect. The majority are as easily and effectively helped by 
explanation of the cause of their symptoms or signs. 

Diabetics and chronic sick are visited regularly, and know 
at what intervals to expect me. They do not phone when 
nearly out of insulin, for instance, because they know that 
enough has been given to last until my next visit. Diabetics 
are all members of the Diabetic Association, and I discuss 
with them points of interest in the Diabetic Journal ; they all 
use “ clinitest ” sets and test at variable but regular intervals, 
recording results on a calendar so that I can see them. At 
intervals I take blood, and have blood estimations done in 
hospital when I go up for my weekly anaesthetic session. 
In acute illness, especially when serious, | make a point of 
saying when I shall next call—if the family do not have to 
send for me in the meantime. 


Maternal and Infant Welfare 


I think of maternal and infant welfare as being two aspects 
of the same and most important part of my work, for in this 
branch I can concentrate from the beginning on prevention 
and education. Home visiting makes this most reward- 
ing and professionally satisfactory, and the frequency of 
visits depends more on the type of home than on clinical 
necessity. 

I like to know as soon as a woman thinks she is pregnant, 
and encourage home confinement whenever conditions are 
suitable, If I am told in time, I do a full physical exam- 
ination at about 10 to 12 weeks, including a pelvic exam- 
ination and an estimation (Sahli) of haemoglobin percentage. 
This routine applies to all cases, whether a first or sub- 
sequent pregnancy. Thereafter I visit monthly to 30 weeks, 
fortnightly to 36 weeks, and weekly or more often till con- 
finement. The blood pressure and urinalysis are recorded 
at each visit up to 36 weeks, after which urinalysis is done 
only weekly unless otherwise indicated. The abdomen may 
not always be examined at each visit until the 30th week, 
but after that time it is examined at each visit. A full exam- 
ination at the 30th to 32nd week is combined with a sample 
of venous blood, taken into a “ venule ” and sent for group- 
ing, reports of rhesus factor, and a report on blood film. 
Haemoglobin is estimated on the spot, by Sahli’s method. 
Compound vitamin capsules and iron are given at the latest 
from the 30th week in the form of “ capsules abidec” and 
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“ tabs. fersolate,” one or two of each daily. When necessary, 
the father’s blood group and rhesus factor are also 
determined. 

I am told when labour begins, and try to visit as soon as 
possible. I may then decide to go and do some neighbour- 
ing visits, so long as I am sure to be able to be present for 
the latter half of labour. It is understood that nurse 
delivers the baby and acts as midwife unless she wants me 
to take over, so that I can concentrate on general manage- 
ment and upon giving analgesia. 

General management may include the use of oxytocin in 
amounts of two or three units at a time when the os is fully 
dilated, if there is evidence of fatigue; or the use of 
pethidine in doses sufficient to slow rapid progress. Anal- 
gesia is by pethidine combined with trichlorethylene ; the 
pethidine is put up for me by the hospital dispensary in 
amounts of 50 mg. in 5 ml. ; trichlorethylene is given from 
a Friedman set that I have altered so that I can control the 
proportion of vapour in air up to approximately 5%. My 
technique is not suggested for general use because I 
have specialized training and a hospital appointment in 
anaesthesia. 

Should any repair be needed, I try to leave the patient for 
24 hours. This allows her to recover and gives time for 
oedema to subside; I then give intravenous thiopentone 
(nurse always being present) and suture the repair in 
comfort. 

Post-natal visits are made daily, on alternate days and 
finally weekly until about six or eight weeks after confine- 
ment, when I do another complete physical examination 
similar to the one done at 10 to 12 weeks. Thereafter I visit 
up to 10 months at monthly intervals. 

The infant is vaccinated at 6 months, by which time any 
upset is much less alarming. At 7, 8, and 9 months a 
combined injection of the Wellcome preparation is given 
to immunize against pertussis, diphtheria, and tetanus. So 
I follow the progress of the infant for the first 10 months of 
its life, and am by then well able to anticipate its future 
development. 

A result of this system is that every child that I have 
attended in this way since I came here nine years ago has 
been successfully vaccinated against smallpox and properly 
immunized against diphtheria and pertussis, and also against 
tetanus since 18 months ago. Pertussis has not occurred in 
any child that | have immunized since I came here. Immuni- 
zation against tetanus is of importance in this district where 
there have been two deaths in children under 7 years of age 
in the past eight years. 

If home conditions are not suitable I arrange for confine- 
ment in the maternity hospital 30 miles (48 km.) away, but 
in all other respects the antenatal and post-natal supervision 
is conducted as before. 


Neurosis 


From correspondence in the medical press it is concluded 
that neurosis takes up about a third of the general practi- 
tioner’s time ; I should say that this is roughly true for the 
calls made upon my time. The common factor is anxiety, of 
which the manifestations are boundless ; serious mental ill- 
ness is rare. In case of serious illness I arrange a domiciliary 
consultation with a psychiatrist, and have so far had no 
trouble about getting the patient admitted voluntarily. The 
nearest duly authorized officer is 30 miles (48 km.) away, 
and he shares with one colleague the work over an enormous 
area. 

The home background is of such importance in elucidating 
the cause of neurosis that I find the problems far less 
perplexing during a home visit than I used to do when I 
tried to deal with such cases in my surgery—with a door 
between me and a crowded waiting-room. During the first 
few visits | get a good idea of the background, and the 
patient gets over much of her shyness. I next make an 
appointment to visit, with nurse whenever possible, first 
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thing in the morning, in order to examine the patient in bed 
after a night's rest. If there are doubtful points, I follow 
them up by a special investigation or reference to an out- 
patient clinic. 

Whatever the result, this is reassuring to the patient, who 
is satisfied that she has been thoroughly examined, She is 
not affronted, therefore, if told that her symptoms do not 
indicate definite organic illness, and is prepared to listen to 
an attempt to explain the relationship between psyche and 
soma. I do not try to hurry things, and as there is always 
some evidence (if only slight) of physiological dysfunction, 
I institute appropriate medical treatment while leading up 
to an attempt to explain the influence of anxiety. 

In many cases, with the patient’s consent, I ask their vicar 
or priest to call. Sometimes | discuss the problem with him ; 
at other times I ask for his help and leave him to adopt his 
own approach. I find this very happy co-operation of the 
greatest help to those patients who let me take this line, and 
the results are better than in those cases where a conventional 
method is used. 

If 1 am unable to make headway I refer the case to an out- 
patient clinic without delay, so that the patient has no time 
to feel that her case is hopeless or that nothing is going to 
be done to help her. Out-patient treatment entails at least 
a 30-mile (48-km.) journey in each direction ; thus the patient 
is away from home for most of the day if she is having a 
course of shock therapy. I have insufficient experience to 
draw conclusions from my small number of cases, but my 
impression is that active therapy is not a great help. 
I think that if ordinary measures fail to get improvement it 
is better to try to get the patient to live with her neurosis. 
Family and friends are very helpful if the problem is 
explained to them, and this sort of explanation, combined 
with regular visits of the “ social call” type, can maintain 
a remarkably stable outlook. 

Whatever the form of treatment, the patient has ultimately 
to face the ordinary problems of home and family, and, 
although there is improvement while she is away having 
treatment, there is nearly always a relapse soon after her 
return to ordinary life. 


Minor Surgery 


The scope of the work undertaken need not be limited 
because it is done in the patient's home. All my equipment 
is portable and easy to transport from place to place, and 
very few modifications have been made to suit my present 
needs. In any case, so much country work has to be done 
in the home, where facilities are limited, that items like a 
battery-operated headlamp and a portable sterilizer are in 
everyday use. 

Until quite recently it was customary to do a great deal of 
minor surgery in the home or at the doctor's surgery—some 
of it not really minor, as removal of tonsils and adenoids 
was considered quite reasonable. Although these pro- 
cedures were generally done well, they can now be done so 
much better in hospital out-patient clinics that it is not 
justifiable to do them elsewhere, I arrange for cases to be 
taken into minor operations clinics at the local hospital, and 
to be brought back home soon afterwards. All the rest of 
the treatment is done at home, and when completed a note 
to that effect is sent to the hospital for filing with the clinic 
notes. 

For instance, a patient requiring Trendelenburg’s opera- 
tion for varicose veins will be given written instructions 
about pre-operative preparation (diet, bowels, etc.) and sent 
by ambulance so that she reaches hospital by 9.30 a.m. 
The arrangement is that she is put down for the first part of 
the list, so that the operation has been finished by lunch- 
time. She is brought back home at about five in the evening, 
and is put to bed, where I see her that evening. I decide when 
she may get up and attend to the dressings and stitches. 
Two notes are sent to hospital : the first when all the stitches 
are out, the second about a month later, when I pay a final 
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To Relieve Congestion... 


is not an easy problem where traffic is 
concerned but when congestion is present 
in the upper respiratory tract, particularly 
when it is associated with the common cold, 
Piriex provides the simple and effective 
answer. Piriex relieves congestion, alleviates 
sneezing and lachrymation and gives wel- 
come relief in common seasonal catarrhs 
of the respiratory tract including bronchitis, 
and broncho-pneumonia. 


PIRIEX 


Trade Mark 


(Formerly known as Piriton Expectorant Limetus) 
Each teaspoonful of Piriex contains 2 mg. Piriton 
(chlorpheniramine) maleate, 100 mg. ammonium 
chloride B.P. and 44 mg. sodium citrate B.P. Sup- 
plied in bottles containing 4 fluid ounces and 2 litres 
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visit and assess the result of treatment. I rarely find that I 
must keep the patient in bed for more than a day or two, 
and when in bed she can attend to innumerable household 
matters that require her decision or instructions. The 
result is that I have no difficulty in persuading people to go 
up for a minor operation, and they avoid the inconvenience 
of elastic stockings or similar appliances. 

Extensive dental extractions are often more satisfactorily 
done at home than in the dental surgery, which is 9 miles 
(14.5 km.) from most of my patients. Domestic arrange- 
ments are made, and generally one of the nurses meets us at 
the house. I give an injection of atropine as soon as I get 
there, and nurse then prepares the patient while the dentist 
and I get our equipment ready. I give thiopentone and 
attend to the patient's head, so that I make sure of a proper 
airway and can keep the back of the mouth free from blood. 
After the extraction I wait until I am satisfied that the patient 
is completely conscious. The subsequent treatment is of 
course done at the dentist’s surgery. 


Dispensing 

Three-quarters of my patients live more than two miles 
(3.2 km.) from a chemist, and I dispense for them on the 
tariff basis. Other doctors in the locality do not dispense, 
but it would be rather pointless for me to give my patients 
an E.C.10 to take to a distant chemist when I am trying to 
conduct a domiciliary practice. I simplify the monthly 
returns of E.C.10’s, both for myself and for the pricing 
bureau, by typing them in different colours. By using the 
tabulator I can deal with three prescriptions at a time on my 
machine. Group A are typed in blue, and group S in red ; 
sorting at the end of the month could hardly be made more 
simple, and every prescription is legible. Dispensing seems 
to give me more control over treatment, and I am able to 
give out as much medicine as I think necessary at one time, 
which is more economical than giving an E.C.10 for as much 
as might become necessary if the response is not as rapid as 
usual. That my monthly return of items dispensed shows 
a fairly steady decline over the four and a half years is, I 
think, one indication of the success of advice and education 
during visits. I use almost no placebos, but I do use a 
number of expensive chemotherapeutic and antibiotic 
agents, and a good deal of insulin ; in spite of this my costs 
work out at considerably less than the national average per 
head. I have no difficulty in collecting the 1s. prescription 
charge, and am generally given it without having to ask. I 
think that most of my patients now know that this charge 
is a form of tax, and none of them think that it is one of my 
perquisites. 


Conclusion 


Home visiting restores a great deal of the old family 
doctor relationship, and it becomes an advantage to find 
out a little about taxation, official returns, welfare services, 
and a number of things which are outside the medical curri- 
culum. But advice about such things can often be more 
efficacious than several bottles of medicine. Whether he likes 
it or not, a country doctor has an important part to play in 
the affairs of his parish or district, and the value of his help 
is greatly increased by an intimate knowledge of the homes 
and lives of his neighbours. 


Summary 


A country practice in a sparsely populated area, poorly 
supplied with bus services, is described. 

All the work is done by visiting the patient's home, 
and a central surgery is not used. Drugs are dispensed 
for three-quarters of the small list, and specialist services 
are readily available at a hospital 30 miles (48 km.) 
away. It is claimed that the pressure of work is not 
increased by excluding a central surgery, and that the 
scope of the work is not limited by the absence of 
surgery facilities. 
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APARTHEID IN MEDICAL EDUCATION 


REPORT BY DEAN OF FACULTY OF 
MEDICINE, NATAL UNIVERSITY 


On March 11 the Government of South Africa introduced 
a Bill for university apartheid.* It provides, among other 
things, for the separation of the Faculty of Medicine, 
intended mainly for the training of Africans, from the 
University of Natal. At the request of the president of 
the Natal Coastal Branch of the Medical Association of 
South Africa and other interested persons, a report on the 
matter has been prepared by Professor 1. GORDON, pro- 
fessor of pathology and dean of the Faculty of Medicine of 
the University of Natal, and this report, thanks largely to 
a donation from Mrs. FLorENcE A. E. Powe, who in the 
past has contributed generously to the development of the 
Medical School, has now (March 4) been published. 

The report is in the form of a quarto brochure of some 
50 pages and contains as much printed matter as would fill 
some 25 columns of an average English newspaper ; it is 
arranged in four sections and gives the whole history of the 
Medical Faculty from approximately 1922, when the first 
tentative efforts were made in Durban to train Africans to 
be doctors. 

Background to the Bill 


Section I of the Report is essentially historical and calls 
for little remark, except in that it includes an extract from 
a message from the present Minister of Education, Mr. J. H. 
VILIOEN, sent to the University when it was appealing for 
funds in 1952. In the course of the message the Minister 
stated, “ University education should not be, and is not, 
State Education,” and a little further on the message refers 
to “. . . this praiseworthy undertaking in respect of which 
great credit is due to the University of Natal... .” Sec- 
tion II, also largely historical, takes up the tale in 1953, 
November, when the Government appointed a commission 
of inquiry in regard to the provision of separate training 
facilities for non-Europeans at the universities. All too 
often this Section is punctuated by the phrase “heard 
unofficially.” 

The commission in its findings strongly recommended that 
the Faculty be left on its present basis within the University 
of Natal. However, the Government refused to accept the 
findings and appointed an interdepartmental committee to 
formulate an effective scheme for separate development. In 
March, 1956, the dean of the Faculty of Medicine first heard 
unofficially that the Cabinet had decided to transfer the con- 
trol of the Faculty of Medicine away from Natal Uni- 
versity to the University of South Africa. Vigorous efforts 
to secure an opportunity to present the complicated situation 
in the University of Natal at Durban, where the medical 
school existed, to the interdepartmental committee were un- 
availing. Towards the end of that year (November, 1956) 
the principal of the University, Dr. E. G. MALHERBE, heard, 
also unofficially, from the Secretary for Education of the 
Government’s intention to place the Faculty under the con- 
trol of the Department of Native Affairs, subsequently 
altered to Department of Education. But it was not until 
the end of January, 1957, that the first public information 
became available in the form of a reply by the Minister of 
Education to a question in Parliament. 


Protests from Universities and Branches of Medical 
Association 

Protests rapidly followed this announcement. On February 
7 the Faculty and heads of departments of Natal University 
held an emergency meeting and passed a resolution of 
emphatic protest at the Government intention. On 
February 11 the students of the Faculty likewise protested. 
Two days later the Natal Coastal Branch of the Medical 
Association of South Africa added their protest, and pointed 
out that the Branch would find it impossible to co-operate 


*See British Medical Journal, March 16, p. 655. 
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in any way with any authority other than the University of 
Natal in the staffing of the Medical School 

A day or so later the Cape Western Branch of the Medi- 
cal Association of South Africa passed a resolution of sup- 
port for its colleagues of the Coastal Branch. Convocation 
of Natal University added its voice of censure on the 
Government's intended action ; so did the senior members 
of the University’s academic staff, and within a day or so 
the 10 full-time professors in the Faculty of Medicine of 
Capetown University added their support. But at the end of 
February the Minister of Education told a parliamentary 
correspondent in Capetown that he did not think the 
Government could change its attitude. 

Press comment and many letters relating to the negotia- 
tions are given in a fourth section of the Report in the form 
of 12 appendices. These give detail and add considerable 
edge to the protests. 


Dean’s Verdict 


Section II], and it is the smallest section, is headed, 
“Comment on the Government's Intended Action,” and as 
it bears no name or other indication of origin it must be 
assumed to be the considered opinion of the compiler of the 
Report, Professor Gordon. It states: “ A feeling of frustra- 
tion and of being regarded as political agitators has become 
common among responsible South Africans who have found 
themselves in disagreement with the Government. This 
sense of frustration is a tragic consequence of recent develop- 
ments in the country which indicate that decisions are made 
without consultation and despite objectively defined argu- 
ments against the carrying out of predetermined policies. .. . 
The excision of our Faculty from the other more estab- 
lished Faculties of the University will have the effect of 
changing what is now a broadly based medical education 
to a narrowly defined and predominantly technical train- 
ing. Thus a school which hes been initiated and developed 
in accordance with modern educational trends in Medicine 
will at one stroke be profoundly modified. 

“It should be clearly understood that the University of 
South Africa, as presently constituted, acts only by pro- 
viding extramural education for those in the country who 
wish to advance themselves by part-time studies through 
correspondence courses. Consequently the functions 
being delegated to the University of South Africa by the 
Government subverts the full academic role which universi- 
ties now have in South African medical education. . . . Apart 
from these considerations, it will be readily recognized that 
it is not possible to train good doctors unless the academic 
staff are able to work in an appropriate ‘ milieu.” The only 
‘milieu’ possible in this country is that of a University 
which has effective and accessible inter-Faculty and inter- 
Departmental contacts. By separating a Faculty of Medi- 
cine from other University Faculties and by leaving its staff 
in isolation, there must inevitably be a fall in academic 
standards. No formula constituting a single Faculty as a 
University or constituent college of a University can hide 
this fact. 

“ Apart from the interference with freedom of University 
action, this exclusion of European students from the Faculty 
of Medicine has important implications for the growth of 
Medicine in Africa. The European constitutes a minority 
of the people of South Africa, and an even smaller minority 
in Southern Africa. Medical services will increasingly be 
developed among the millions of Africans in this subconti- 
nent, as well as among minority groups such as the Indian 
and coloured peoples. European doctors constitute the 
majority of those at present providing these services. Deny- 
ing them the right to be admitted to a Faculty of Medicine, 
such as that at Durban, can only deprive them of an experi- 
ence which would assist them in their future practices.” 

And the comments end with the observation: “ Those con- 
cerned with initiating and developing the educational experi- 
ence provided are deeply conscious of the wrong being done 
to their students. . . . It is clear that the future of Medicine 
in Africa will be determined by Faculties of Medicine in 
countries other than South Africa.” 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Immunological Tolerance 


Six,—In your interesting leading article on immunological 
tolerance (Journal, March 9, p. 570) you quote Professor 
P.B. Medawar’s view that transplantation immunity and 
red-cell immunity could hardly be more unlike. While 
Medawar’s views naturally command respect, I should like 
to point out that in this context they are not universally 
accepted. It is only fair to point out that Medawar made 
it clear that he was contrasting the orthotopic skin graft with 
red-cell immunity. This is important, since not all tissues 
evoke the same type of homograft response. 

Medawar based some of his arguments on the following 
grounds : (1) The antigens are different. Red-cell antigens 
are cytoplasmic, while those concerned with skin grafting 
are nuclear. The last statement is based on experiments by 
Medawar and his colleagues on cells subject to ultrasonic 
disintegration. In this case only the nuclear fraction was 
found to induce immunity to subsequent skin grafts. The 
interpretation of this result is not yet clear. For example, 
we do not yet know how far these nuclear preparations have 
been freed from other cell constituents. Further, it is very 
likely that several chemically distinct iso-antigens differ- 
entiate the skins of different individuals. (2) If free serum 
antibodies are essential in homograft reactions they are not 
gamma globulins. This statement rests entirely upon the 
observation that skin homografts will regress in foetal sheep 
at a time prior to the formation of gamma globulin. This 
might have some weight if the foetal sheep had been criti- 
cally examined for their ability to form antibodies, parti- 
cularly iso-antibodies. It has been argued that the skin 
homograft reaction is like tuberculin sensitivity, free anti- 
bodies being unnecessary. It is indeed likely that sensitivity 
of the delayed type is important in homograft reactions, but 
it is probably insufficient, at least in man. Patients with 
agammaglobulinaemia can neither form antibodies nor de- 
stroy skin homografts. They can develop sensitivity of the 
delayed type. In my opinion this makes it seem very 
probable that circulating antibodies do play a vital role in 
the destruction of skin homografts in man, The alternative 
is to invoke some unspecified secondary effect of the lack 
of gamma globulin. (3) The homograft reaction has not 
been reproduced in vitro. Nor has haemolytic disease of 
the newborn. (4) The immunity produced by a living tissue 
homograft is semi-permanent, while that produced by a 
single injection of foreign red cells is not. We have clinical 
evidence that “ immunity ” developed against a single trans- 
fusion of Rh-positive cells may last for over 20 years. 

Red-cell immunity is not a simple entity even within a 
single species, the reactions to incompatible cells varying 
with the antigenic systems involved. Transplantation im- 
munity probably embraces an even wider diversity of re- 
sponse. Those engaged in its study will be very unwise 
to neglect possible processes common to many types of 
iso-immune reactions.—I am, etc., 


London, S.E.1. P. A. 


Intramedullary Nailing 


Sir,—Mr. E. N. Wardle (Journal, March 2, p. 520) is 
naturally at liberty to criticize any method of treating a 
fractured femur with which he does not agree, but he is a 
little unfair to the operation of intramedullary nailing in 
inferring that the four deaths in our series (Journal, January 
26, p. 208) were due to the operation. If he consults the 
article again he will see that the four patients who died 
were over the age of 70 years, and three of them died four 
weeks or more after the operation, one from secondary 
carcinoma and the others from bronchopneumonia. The 
fourth death was from pulmonary embolus and could 
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possibly be attributed to the operation. We are unaware of 
the mortality rate in the aged for non-operative methods. 
Perhaps others can enlighten us. 

We have not met the muscle-stripped type of fracture 
mentioned by Mr. Wardle, though eight of our cases were 
in the upper third of the femur, but our alleged “ indis- 
criminate employment” and “ lack of any sense of propor- 
tion’ would doubtless guide us to insert a nail. 

Since our article was written thirteen months ago we have 
treated a further twelve cases, and are still undeterred by 
Mr. Wardle’s comments. In our view, the absence of 
cumbersome splints and traction apparatus, the early ambula- 
tion, the shorter stay in hospital, the good alignment and 
absence of shortening, and the good knee movements out- 
weigh the disadvantages of an operation. And we can 
assure Mr, Wardle that the prettiness or otherwise of the 
radiological appearances has not been a factor in our en- 
thusiasm for this method of treatment.—We are, etc., 

A. E. STEVENs. 

Redhill, Surrey J. P. Turney. 


Anaemia in Rheumatoid Arthritis 


Sin,—Your leading article on the pathogenesis of 
anaemia in rheumatoid arthritis (Journal, March 2, p. 509) 
deals with a subject of great theoretical and practical 
interest. I want to add that recently we have been 
acquainted with the fact that salicylates not infrequently 
can cause gastro-intestinal bleeding, and we have seen that 
this has been followed by considerable anaemia.' Perhaps 
some of the confusing circumstances with some cases of 
anaemia in rheumatoid arthritis can be explained when this 
fact is taken into consideration.—I am, etc., 

Hillergd, Denmark TORBEN ANDERSEN. 

Rererencr 
1 Meliemgaard, L., Ugeskr. Lag., in press. 


Pathogenesis of Rheumatic Endocarditis 


Sir,—After reading Dr. R. Lannigan’s letter (Journal, 
March 2, p. 517) I still believe that the hypothesis of 
thrombus deposition and incorporation adequately explains 
the occurrence of clearly defined areas of homogeneous 
eosinophilic material in valves affected by rheumatic heart 
disease. In Aschoff nodes such clearly defined “clumps ” 
are not found : when fibrin-staining material is present it 
is in small fragments or fibres, as in the reticular type de- 
scribed by Gross and Ehrlich. As it happened, only the 
myocardial Aschoff nodes showed fragments of fibrin- 
staining material in my series; none of those present in 
valves did so. Furthermore, only an Aschoff node with a 
homogeneous, dense, clearly defined area of fibrinoid 
material would be comparable in appearance to the lesions 
found deep in valves. 

In the literature I reviewed’ there are two views about the 
nature of this eosinophilic material: (1) that it is always 
degenerated collagen; (2) that it is partly degenerated 
collagen and partly incorporated fibrin (or fibrin and 
platelets). I was driven to postulate that it was always 
thrombus by the difficulty of finding either in the literature 
or in my own observations any clear-cut criteria whereby 
one could distinguish incorporated partially organized 
thrombus from degenerated collagen. In fact the concept 
of fibrinoid necrosis of collagen seemed superfluous for the 
explanation of the origin of this type of lesion in valves. 
Small fragments or fibres of eosinophilic material, even if 
contiguous with collagen fibres, could be due to almost 
completely organized thrombus rather than fibrinoid necrosis 
of collagen, and there must be a stage in organization of 
thrombus when this appearance occurs. 

The main reason for labelling a lesion “ degenerative ” 
is because it appears to be very deep in the valve. In 
recently affected valves no lesion can be very deep, because 
the valve cusp itself is so thin. In older, thicker valves 
single sections may give a very erroneous idea of the depths 
of a lesion, owing to the puckering and pocket formation 
that occur in these valves. Isolated lesions that appear at 
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first to be deep in a valve may actually turn out to be 
formed in the apex of such a pocket. I do believe that a 
further study of serial sections should be carried out with 
a view to seeing whether eosinophilic “ clumps” genuinely 
occur deep in the valve at levels equidistant from endothelia 
on the two surfaces of the valve cusp, and well away from 
the apex of any pockets or fissures there might be. 

As Dr. Lannigan states (quoting Talalajew),’ mucoid 
material (which shows metachromasia with toluidine blue) 
has been held to be a pre-fibrinoid change. Nevertheless, 
it does occur in organizing thrombi, it does occur in relation 
to organizing vegetation ; therefore a proportion of that 
found in valves must arise from this latter source. Certainly 
its occurrence cannot per se be accepted as evidence of a 
pre-fibrinoid change, especially as an almost completely 
organized vegetation will give appearances mimicking 
fibrinoid degeneration. 

I agree that repeated attacks of subclinical rheumatism 
contribute to valvular deformities. The problem, really, is 
whether subclinical rheumatism acts by leading to thrombus 
deposition or by fibroblastic proliferation with or without 
preceding oedema—or by both mechanisms. The difficulty 
of accepting oedema of the valve cusp as a factor in the 
early acute stages of the disease is that one would expect 
such a cusp to rupture, or become frayed.——I am, etc., 


Newcastle upon Tyne, 4. P. S. TWeEpy. 


REFERENCES 
' Gross, L., and Ehrlich, J. C., Amer. J. Path., 1934, 10, 467. 
* Tweedy, P. S., Brit. Heart J., 1956, 18, 173. 
* Talalajew, W. T., Klin. Wschr., 1929, 8, 124. 


Rapid Serum Cholesterol Estimation 


Sir,—The investigation of serum cholesterol levels in 
coronary-artery and associated diseases is now a fairly well 
established procedure, The following technique (which uses 
reagents commonly found in a clinical laboratory and takes 
approximately five minutes to perform) may be of value 
as a screening test. It is adapted from the method of Sols." 

To 0.2 ml, haemolysis-free serum in a centrifuge tube is 
added 5 ml, acetic anhydride and the contents, well mixed. 
The tube is stoppered with a cork pierced by a short length 
of narrow-bore glass tubing and placed in boiling water 
for exactly three minutes, After immediate cooling the 
tube is centrifuged one minute and the contents decanted 
into a similar tube. 0.15 ml. concentrated sulphuric acid 
is then added with vigorous shaking so that the temperature 
rises. After about 30 seconds the colour is read in the 
usual manner with a red filter in a photo-electric colori- 
meter. For the standard, which keeps a month, 19.3 mg. 
cholesterol and 8.8 ml. of water are added to 200 ml. 
acetic anhydride and the flask placed in boiling water for 
20 minutes. Shake from time to time. Cool and make up 
to 250 ml. with anhydride, 5 ml. is treated with acid, 
as is the serum extract, but the tube should be left for 
45 minutes at 20° C. before reading. The figure obtained 
corresponds to a serum cholesterol of 200 mg.%. 

Standardization is, of course, only necessary at infrequent 
intervals dependent on reagent and colorimeter stability. 
Laboratories carrying out cholesterol determinations as a 
regular routine may find it more convenient to use the 
routine technique to standardize this screening test rather 
than prepare the standard as above.—I am, etc., 

Swansea. E. B. Love. 

REPFRENCE 
1 Sols, R., Rev. esp. Fisiol., 1947, 3, 225. 


Living with a Colostomy 


Sir,—The leading article on care of patients who have 
colostomies (Journal, February 2, p. 274) is indeed timely, 
and can go a long way to alleviate the suffering of thousands 
of unfortunate individuals. The colostomy patient often 
finds that he is friendless, and, due to complaints from his 
fellow workers, frequently loses his job, particularly if he 
has not perfect control. This most. affects executives and 
office workers, who are usually in close proximity to their 
fellows. 
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in any way with any authority other than the University of 
Natal in the staffing of the Medical School 

A day or so later the Cape Western Branch of the Medi- 
cal Association of South Africa passed a resolution of sup- 
port for its colleagues of the Coastal Branch. Convocation 
of Natal University added its voice of censure on the 
Government's intended action ; so did the senior members 
of the University’s academic staff, and within a day or so 
the 10 full-time professors in the Faculty of Medicine of 
Capetown University added their support. But at the end of 
February the Minister of Education told a parliamentary 
correspondent in Capetown that he did not think the 
Government could change its attitude. 

Press comment and many letters relating to the negotia- 
tions are given in a fourth section of the Report in the form 
of 12 appendices. These give detail and add considerable 
edge to the protests. 


Dean's Verdict 


Section II], and it is the smallest section, is headed, 
“Comment on the Government's Intended Action,” and as 
it bears no name or other indication of origin it must be 
assumed to be the considered opinion of the compiler of the 
Report, Professor Gordon. It states: “ A feeling of frustra- 
tion and of being regarded as political agitators has become 
common among responsible South Africans who have found 
themselves in disagreement with the Government. This 
sense of frustration is a tragic consequence of recent develop- 
ments in the country which indicate that decisions are made 
without consultation and despite objectively defined argu- 
ments against the carrying out of predetermined policies. .. . 
The excision of our Faculty from the other more estab- 
lished Faculties of the University will have the effect of 
changing what is now a broadly based medical education 
to a narrowly defined and predominantly technical train- 
ing. Thus a school which has been initiated and developed 
in accordance with modern educational trends in Medicine 
will at one stroke be profoundly modified. . . . 

“It should be clearly understood that the University of 
South Africa, as presently constituted, acts only by pro- 
viding extramural education for those in the country who 
wish to advance themselves by part-time studies through 
correspondence courses. Consequently the functions 
being delegated to the University of South Africa by the 
Government subverts the full academic role which universi- 
ties now have in South African medical education. ... Apart 
from these considerations, it will be readily recognized that 
it is not possible to train good doctors unless the academic 
staff are able to work in an appropriate * milieu." The only 
‘milieu’ possible in this country is that of a University 
which has effective and accessible inter-Faculty and inter- 
Departmental contacts. By separating a Faculty of Medi- 
cine from other University Faculties and by leaving its staff 
in isolation, there must inevitably be a fall in academic 
standards. No formula constituting a single Faculty as a 
University or constituent college of a University can hide 
this fact... . 

“ Apart from the interference with freedom of University 
action, this exclusion of European students from the Faculty 
of Medicine has important implications for the growth of 
Medicine in Africa. The European constitutes a minority 
of the people of South Africa, and an even smaller minority 
in Southern Africa. Medical services will increasingly be 
developed among the millions of Africans in this subconti- 
nent, as well as among minority groups such as the Indian 
and coloured peoples. European doctors constitute the 
majority of those at present providing these services. Deny- 
ing them the right to be admitted to a Faculty of Medicine, 
such as that at Durban, can only deprive them of an experi- 
ence which would assist them in their future practices.” 

And the comments end with the observation: “ Those con- 
cerned with initiating and developing the educational experi- 
ence provided are deeply conscious of the wrong being done 
to their students. . . . It is clear that the future of Medicine 
in Africa will be determined by Faculties of Medicine in 
countries other than South Africa.” 
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Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Immunological Tolerance 


Sik,—In your interesting leading article on immunological 
tolerance (Journal, March 9, p. 570) you quote Professor 
P.B. Medawar’s view that transplantation immunity and 
red-cell immunity could hardly be more unlike. While 
Medawar’s views naturally command respect, I should like 
to point out that in this context they are not universally 
accepted. It is only fair to point out that Medawar made 
it clear that he was contrasting the orthotopic skin graft with 
red-cell immunity. This is important, since not all tissues 
evoke the same type of homograft response. 

Medawar based some of his arguments on the following 
grounds : (1) The antigens are different. Red-cell antigens 
are cytoplasmic, while those concerned with skin grafting 
are nuclear. The last statement is based on experiments by 
Medawar and his colleagues on cells subject to ultrasonic 
disintegration. In this case only the nuclear fraction was 
found to induce immunity to subsequent skin grafts. The 
interpretation of this result is not yet clear. For example, 
we do not yet know how far these nuclear preparations have 
been freed from other cell constituents. Further, it is very 
likely that several chemically distinct iso-antigens differ- 
entiate the skins of different individuals. (2) If free serum 
antibodies are essential in homograft reactions they are not 
gamma globulins. This statement rests entirely upon the 
observation that skin homografts will regress in foetal sheep 
at a time prior to the formation of gamma globulin. This 
might have some weight if the foetal sheep had been criti- 
cally examined for their ability to form antibodies, parti- 
cularly iso-antibodies. It has been argued that the skin 
homograft reaction is like tuberculin sensitivity, free anti- 
bodies being unnecessary. It is indeed likely that sensitivity 
of the delayed type is important in homograft reactions, but 
it is probably insufficient, at least in man. Patients with 
agammaglobulinaemia can neither form antibodies nor de- 
stroy skin homografts. They can develop sensitivity of the 
delayed type. In my opinion this makes it seem very 
probable that circulating antibodies do play a vital role in 
the destruction of skin homografts in man, The alternative 
is to invoke some unspecified secondary effect of the lack 
of gamma globulin. (3) The homograft reaction has not 
been reproduced in vitro. Nor has haemolytic disease of 
the newborn. (4) The immunity produced by a living tissue 
homograft is semi-permanent, while that produced by a 
single injection of foreign red cells is not. We have clinical 
evidence that “ immunity ” developed against a single trans- 
fusion of Rh-positive cells may last for over 20 years. 

Red-cell immunity is not a simple entity even within a 
single species, the reactions to incompatible cells varying 
with the antigenic systems involved. Transplantation im- 
munity probably embraces an even wider diversity of re- 
sponse. Those engaged in its study will be very unwise 
to neglect possible processes common to many types of 
iso-immune reactions.—I am, etc., 


London, S.E.1, P. A. GoreEr. 


Intramedullary Nailing 


Sir,—Mr. E. N. Wardle (Journal, March 2, p. 520) is 
naturally at liberty to criticize any method of treating a 
fractured femur with which he does not agree, but he is a 
little unfair to the operation of intramedullary nailing in 
inferring that the four deaths in our series (Journal, January 
26, p. 208) were due to the operation. If he consults the 
article again he will see that the four patients who died 
were over the age of 70 years, and three of them died four 
weeks or more after the operation, one from secondary 
carcinoma and the others from bronchopneumonia. The 
fourth death was from pulmonary embolus and could 
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possibly be attributed to the operation. We are unaware of 
the mortality rate in the aged for non-operative methods. 
Perhaps others can enlighten us. 

We have not met the muscle-stripped type of fracture 
mentioned by Mr. Wardle, though eight of our cases were 
in the upper third of the femur, but our alleged “* indis- 
criminate employment” and “ lack of any sense of propor- 
tion’ would doubtless guide us to insert a nail. 

Since our article was written thirteen months ago we have 
treated a further twelve cases, and are still undeterred by 
Mr. Wardle’s comments. In our view, the absence of 
cumbersome splints and traction apparatus, the early ambula- 
tion, the shorter stay in hospital, the good alignment and 
absence of shortening, and the good knee movements out- 
weigh the disadvantages of an operation. And we can 
assure Mr. Wardle that the prettiness or otherwise of the 
radiological appearances has not been a factor in our en- 
thusiasm for this method of treatment.—We are, etc., 

A. E. STEVENs. 

Redhill, Surrey J. P. TuRNeEy. 


Anaemia in Rheumatoid Arthritis 


Sir,—Your leading article on the pathogenesis of 
anaemia in rheumatoid arthritis (Journal, March 2, p. 509) 
deals with a subject of great theoretical and practical 
interest. I want to add that recently we have been 
acquainted with the fact that salicylates not infrequently 
can cause gastro-intestinal bleeding, and we have seen that 
this has been followed by considerable anaemia.’ Perhaps 
some of the confusing circumstances with some cases of 
anaemia in rheumatoid arthritis can be explained when this 
fact is taken into consideration._-I am, etc., 

Hillered, Denmark. TORBEN ANDERSEN. 

REFERENCE 
! Meliemgaard, L., Ugeskr. Lag., in press. 


Pathogenesis of Rheumatic Endocarditis 


Sin,—After reading Dr. R. Lannigan’s letter (Journal, 
March 2, p. 517) I still believe that the hypothesis of 
thrombus deposition and incorporation adequately explains 
the occurrence of clearly defined areas of homogeneous 
eosinophilic material in valves affected by rheumatic heart 
disease. In Aschoff nodes such clearly defined “clumps ” 
are not found : when fibrin-staining material is present it 
is in small fragments or fibres, as in the reticular type de- 
scribed by Gross and Ehrlich. As it happened, only the 
myocardial Aschoff nodes showed fragments of fibrin- 
staining material in my series; none of those present in 
valves did so. Furthermore, only an Aschoff node with a 
homogeneous, dense, clearly defined area of fibrinoid 
material would be comparable in appearance to the lesions 
found deep in valves. 

In the literature I reviewed* there are two views about the 
nature of this eosinophilic material: (1) that it is always 
degenerated collagen; (2) that it is partly degenerated 
collagen and partly incorporated fibrin (or fibrin and 
platelets). I was driven to postulate that it was always 
thrombus by the difficulty of finding either in the literature 
or in my own observations any clear-cut criteria whereby 
one could distinguish incorporated partially organized 
thrombus from degenerated collagen. In fact the concept 
of fibrinoid necrosis of collagen seemed superfluous for the 
explanation of the origin of this type of lesion in valves. 
Small fragments or fibres of eosinophilic material, even if 
contiguous with collagen fibres, could be due to almost 
completely organized thrombus rather than fibrinoid necrosis 
of collagen, and there must be a stage in organization of 
thrombus when this appearance occurs. 

The main reason for labelling a lesion “ degenerative ” 
is because it appears to be very deep in the valve. In 
recently affected valves no lesion can be very deep, because 
the valve cusp itself is so thin. Jn older, thicker valves 
single sections may give a very erroneous idea of the depths 
of a lesion, owing to the puckering and pocket formation 
that occur in these valves. Isolated lesions that appear at 
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first to be deep in a valve may actually turn out to be 
formed in the apex of such a pocket. I do believe that a 
further study of serial sections should be carried out with 
a view to seeing whether eosinophilic “ clumps” genuinely 
occur deep in the valve at levels equidistant from endothelia 
on the two surfaces of the valve cusp, and well away from 
the apex of any pockets or fissures there might be. 

As Dr. Lannigan states (quoting Talalajew),’ mucoid 
material (which shows metachromasia with toluidine blue) 
has been held to be a pre-fibrinoid change. Nevertheless, 
it does occur in organizing thrombi, it does occur in relation 
to organizing vegetation ; therefore a proportion of that 
found in valves must arise from this latter source. Certainly 
its Occurrence cannot per se be accepted as evidence of a 
pre-fibrinoid change, especially as an almost completely 
organized vegetation will give appearances mimicking 
fibrinoid degeneration. 

I agree that repeated attacks of subclinical rheumatism 
contribute to valvular deformities. The problem, really, is 
whether subclinical rheumatism acts by leading to thrombus 
deposition or by fibroblastic proliferation with or without 
preceding oedema—or by both mechanisms. The difficulty 
of accepting oedema of the valve cusp as a factor in the 
early acute stages of the disease is that one would expect 
such a cusp to rupture, or become frayed.—lI am, etc., 


Newcastle upon Tyne, 4. P. S. TWeepy. 
REFERENCES 

' Gross, L., and Ehrlich, J. C., Amer. J. Path., 1934, 10, 467. 
* Tweedy, P. S., Brit. Heart J., 1956, 18, 173. 

* Talalaiew, W. T., Klin. Wschr., 1929, 8, 124. 


Rapid Serum Cholesterol Estimation 


Sir,—The investigation of serum cholesterol levels in 
coronary-artery and associated diseases is now a fairly well 
established procedure, The following technique (which uses 
reagents commonly found in a clinical laboratory and takes 
approximately five minutes to perform) may be of value 
as a screening test. It is adapted from the method of Sols." 

To 0.2 ml, haemolysis-free serum in a centrifuge tube is 
added 5 ml. acetic anhydride and the contents. well mixed. 
The tube is stoppered with a cork pierced by a short length 
of narrow-bore glass tubing and placed in boiling water 
for exactly three minutes, After immediate cooling the 
tube is centrifuged one minute and the contents decanted 
into a similar tube. 0.15 ml. concentrated sulphuric acid 
is then added with vigorous shaking so that the temperature 
rises. After about 30 seconds the colour is read in the 
usual manner with a red filter in a photo-electric colori- 
meter. For the standard, which keeps a month, 19.3 mg. 
cholesterol and 8.8 ml. of water are added to 200 ml. 
acetic anhydride and the flask placed in boiling water for 
20 minutes. Shake from time to time. Cool and make up 
to 250 ml. with anhydride, 5 ml. is treated with acid, 
as is the serum extract, but the tube should be left for 
45 minutes at 20° C. before reading. The figure obtained 
corresponds to a serum cholesterol of 200 mg.%. 

Standardization is, of course, only necessary at infrequent 
intervals dependent on reagent and colorimeter stability. 
Laboratories carrying out cholesterol determinations as a 
regular routine may find it more convenient to use the 
routine technique to standardize this screening test rather 
than prepare the standard as above.—I am, etc., 


Swansea. E. B. Love. 
REFERENCE 
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Living with a Colostomy 


Sir,—The leading article on care of patients who have 
colostomies (Journal, February 2, p. 274) is indeed timely, 
and can go a long way to alleviate the suffering of thousands 
of unfortunate individuals. The colostomy patient often 
finds that he is friendless, and, due to complaints from his 
fellow workers, frequently loses his job, particularly if he 
has not perfect control. This most. affects executives and 
office workers, who are usually in close proximity to their 
fellows. 
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I find Clayton-Jones’s advice on the home management 
of a colostomy’ quite ideal for the patient. It gives him 
great confidence to know that he need not be ostracized, 
and from a practical point of view I have found this advice 
gives complete control of the colostomy in nearly all cases. 
Points of paramount importance are that a patient can take 
what is virtually a normal diet ; the colostomy working is 
controlled and the faecal odours are absorbed ; wash-outs 
are unnecessary and the patient ceases to be unwelcome in 
his home environment. Lastly, the taking of pure methyl 
cellulose, as advocated in the article, reduces the quantity 
of dressings to one-third, and this is a great saving on the 
cost of prescriptions.—I am, etc., 

Derby O. P. LLEWELLYN. 

REFERENCE 
! Clayton-Jones, E.. Med. Press, 1956, 235, 551. 


Toxic Effects of Methyipentynol 


Sir,-Our article on the toxic effect of methylpentynol 
(Journal, December 22, 1956, p. 1467) was intended only 
in part to emphasize the undesirable features of the drug’s 
effect. Although methylpentynol is prescribed both as a 
sedative and a hypnotic, Lasagna,’ in a most stringent 
analysis, noted that its hypnotic effect (0.5 and 1.0 g. doses) 
was indistinguishable from placebo. An_ acceptable 
maximum sedative dose is 2.0 g. per diem, and 0.1-1.5 g. 
has been given daily by mouth for six months without ill 
effect. 

Our series was presumably composed of persons most 
susceptible to the action of central nervous system 
depressants, and as such represents one extreme of individual 
and biological variability. Consequently it would be fair 
to suppose that a reasonable proportion of subjects would 
exhibit no adverse features on a maximum dose level. As 
drug response increases in approximately arithmetical pro- 
gression for a corresponding geometric progression in dose,’ 
those individuals manifesting sensitivity to the drug might 
have remained “ symptom free” on dose levels of 0.25, 0.5, 
or 1.0 g. daily. This seems to be so, and there are data to 
substantiate 

In answer to criticism of our use of the serial sevens, we 
would reply that it is merely one aspect of a more compre- 
hensive appraisal of the mental status. One bat does not 
make a belfry, and it would be equally presumptuous to 
suppose that the serial sevens test isolated from its context 
is anything more than meaningless. Finally, our results 
were not presented as a denigration of the drug. Methyl- 
pentynol has few serious effects. It is habit-forming in 
certain persons,” but then, almost certainly, so would have 
been alternative drugs ; only one case of exfoliative dematitis 
has been reported in the world literature during four years* ; 
and there is very meagre evidence to incriminate it as a 
potential hepatic toxin.’—We are, etc., 


EDWARD MARLEY. 


London, S.W.1 Joun S. W. CHAMBERS. 
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Type Distribution of Coxsackie Viruses in Japan 


Sir,—After the discovery of the immunological multi- 
plicity of Coxsackie viruses‘ many papers appeared on the 
identification and classification of antigenic types of Cox- 
sackie viruses isolated in many areas of the world.*~*’ Here 
I present the results of typing of 157 Coxsackie viruses iso- 
lated in Tokyo for the past six years. The serological 
identification was carried out by means of neutralization 
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reaction in suckling mice, using 16 representative types 
kindly supplied by Dr. Gilbert Dalldorf, New York. Of 
157 strains, 6 were isolated in 1951, 2 in 1952, 3 in 1953, 2 
in 1954, 109 in 1955, and 14 in 1956. As the result of typing, 
1 strain falls in Al, 38 in A2, 43 in A4, 35 in AS, 24 in A6, 
3 in A8, 12 in AlO, and | in BI types of Dalldorf’s classi- 
fication.’' An Al virus was isolated from the patients suffer- 
ing from mild febrile disease occurring in the summer of 
1951 (51 cases were observed),‘* and a BI virus was isolated 
from an epidemic myalgia (Bornholm disease) patient in 
1952 (32 cases were studied).'* Of 109 strains isolated in 
1955, 80 were isolated from herpangina patients, and the 
remaining 29 were from contacts with or without grip-like 
symptoms ; 12 of 13 strains were also recovered from herp- 
angina patients in 1956 ; 82 viruses isolated from herpangina 
patients belonged to A2 (28 strains), A4 (18 strains), AS (29 
strains), A6 (14 strains), and A10 (3 strains). Thus group A 
Coxsackie viruses isolated in Japan from herpangina patients 
were limited immunologically to only 5 of 19 types of A 
viruses. This finding is consistent with that of other coun- 
tries, which showed that the viruses from herpangina were 
divided into 7 types—i.e., A2, A3, A4, AS, A6, A8, and 
Al0.""~"* It is problematic whether other types than the 7 
types mentioned above are able to cause herpangina in 
children or not. In my opinion, every type of group A 
Coxsackie virus can induce herpangina. With respect to the 
frequency of isolation, A4 was the most widely distributed 
type in Japan in 1951-6. In Sweden also, A4 virus is iso- 
lated most frequently.’ It seems to be true that type distribu- 
tion of Coxsackie viruses does not differ in Japan from other 
areas in the world.—lI am, etc., 


Tokyo, Japan. YOKOTA. 
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Underfeeding of Babies 


Sik,—A mother brought her 3-month-old baby to my 
out-patients recently because he was perpetually crying. 
The details she gave me about the quantity of dried milk 
he was receiving made me suspect that he was underfed, but 
the mother vigorously denied this and claimed, rightly as 
it turned out, that his inguinal hernia was the real cause. 
Apparently she had had breast-feeding troubles earlier and 
had been an in-patient with her baby at a well-known 
paediatric centre. There she had been strongly reprimanded 
by the sister for giving the baby too much milk, and this 
had made her decide not to tell the truth next time she was 
asked about feeding details. She confessed all this to me 
and admitted that in fact the baby was taking twice as much 
milk as she had led me to believe. 

I thought it worth while recording this in case there 
are still some doctors who try to prevent mothers from 
giving young babies as much milk as they want, and to 
remind paediatricians that ward sisters sometimes give advice 
which would not meet with our approval.—I am, etc., 


Stock, Essex. lan G. WIcKEs. 
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TRAVELLER'S JOY 


Accent on Acidity 


Many plants, like the Traveller’s Joy, will not thrive where the environment 


is too acid. For them, as for the ulcer patient, pH is a matter of prime importance. 
The ulcer patient, however, is fortunate. He at least can control the pH 
of his intragastric environment with Aludrox. 
Aludrox ensures effective acid control without risk of alkalosis or acid-rebound. 
At the same time, it precipitates an astringent gel covering 


to the ulcer surface which protects it from further abrasion. 


Aludrox 


(Aluminium Hydroxide Gel) 


PACKS: Bottles of 6 and 12 oz. 


Tablets — the ulcer traveller’s joy — in boxes of 30 x 6} gr. and boxes of 60 x 13 gr. 
Wyeth 


The word ‘Aludrox’ is the registered trade mark of 


1OHN . WYETH AND BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 
Al 
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TRADE MARK 


‘Hydroderm’ 


TOPICAL OINTMENT 


HYDROCORTISONE, effective 
NEOMYCIN AND BACITRACIN 
and safe 


IN AN EMOLLIENT BASE 


steroid | antibiotic 


Many conditions which have previously 


failed to respond to either hydrocortisone 


; or antibiotics alone, do so when these treatment for 

| substances are used in combination.! 

"HYDRODERM’ is indicated in allergic dermatoses 

5 skin lesions such as: 

seborrhoeic dermatitis 
infantile eczema adult eczema 

° insect bites otitis externa If you are not already 
contact dermatitis intertrigo aware of the advantages 


of ‘Hydroderm’ 


(hydrocortisone, neomycin 


pruritus with lichenification 


and similar eczematoid conditions especially 


when secondary infection is present and bacitracin, in an 


"The Practitioner”, October 1955 for literature and professional 


package for clinical trial. 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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Test for Handedness 


Sik,—It is sometimes useful to determine whether a person 
is naturally right- or left-handed, and the following simple 
test, noted many years ago in a book on shooting, seems 
little known. The person points with a finger, quickly, at a 
suitable slim object, and then at once, without any change 
of position, closes one eye to see if the finger is “on” 
and then opens it and closes the other. One eye wins at 
this test repeatedly and that is the dominant eye. Useful 
if shooting, the test can be useful in medicine ij, as seems 
to be the case, dominant eye goes with dominant hand. 

I am, etc., 


Manchester, 13. M. Q. BIRKBECK. 


Tibial Traction 


Sin,—In further reply to Dr, Winifred L. Turner's letter 
(Journal, February 9, p. 344) deprecating tibial traction and 
advising femoral traction in fractures of the shaft of the 
femur, an opportunity arises to correct a very widely held 
misapprehension which Dr. Turner exemplifies. 

The object of traction is twofold: to maintain alignment 
of the femoral fragments, when either femoral or tibial trac- 
tion would serve, and, secondly, to overcome the shortening 
produced by the pull of the muscles spanning the fracture. 
All these muscles, with the exception of the lower fibres of 
adductor magnus, and a few fibres of adductor longus (Fig. 1), 


TFL 


Fic. 1 a b c 

Fic. 2 

Fic. 1.—Anterior view of right knee and fracture, showing only 

muscles whose pull must be overcome by tibial traction actin 

through the ligaments. F1G. 2.—Anterior (a) and_ posterior ( 

and c) views of right knee showing muscles whose insertions are 

pulled on directly by tibial traction. Split up into three views 
for the sake of clarity. 


are inserted below the knee-joint. Tibial traction, therefore, 
pulls on these muscles direct, and the strain transmitted 
through the ligaments of the knee-joint is extremely slight, 
merely drawing the flail-like lower fragment of the femur 
into alignment with virtually no resistance. 

Femoral traction, to achieve the same effect, can only 
work by thrusting the loose lower femoral fragment down 
on to the tibia, whence the force can be transmitted to 
the insertions of the quadriceps, semimembranosus, semi- 
tendinosus, gracilis, sartorius, biceps femoris, much of 
gluteus maximus, and tensor fascia lata (Fig. 2a, b, and 
©). The diagrams demonstrate that no lower fragment or 
ligaments are needed at all to pull on any of these muscles 
with tibial traction. Similar considerations apply in the leg, 
where no muscle is inserted into the lower three-quarters of 
the tibia or into the talus. 

If we want to rest a joint we apply traction to it, and 
this has been proved beneficial in tens of thousands of cases 
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of arthritis of every kind. Joint cartilage, on the other hand, 
atrophies under continuous compression, and this is inevit- 
able with femoral skeletal traction. 

As Mr. Richard Harrison (Journal, March 2, p. 523) indi- 
cates, the causes of stiff-knee after femoral shaft fractures are 
largely inherent in the fracture, but their incidence is reduced 
if thigh muscle exercises are instituted from the first, and, 
perhaps most important of all, if it is recognized that there 
may be a time factor, which is as yet undetermined but 
probably lies for adults in the vicinity of 12 to 14 weeks, 
beyond which maintenance of immobilization of the knee- 
joint may be followed by irreversible stiffness. Femoral 
traction, however, will ensure knee stiffness within a very 
much shorter time. The diagrams are based on illustrations 
from Buchanan's Manual of Anatomy.'—I am, etc. 

F. G. St. CLatr STRANGE. 
REFERENCE 
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Canterbury. 


Intelligence and Cleft Palate 


Sir,—In your leading article (Journal, February 23, p. 454) 
you discuss the relation between cleft palate and lowered 
intelligence as found recently by Illingworth and Birch.’ 
The Proceedings of the Royal Society of Medicine record 
a paper read on December 9, 1930.° This began from the 
other side and examined the occurrence of developmental 
anomalies of all kinds in a large number of mental defectives. 
The field of study was the whole of the records of 2,464 
idiots and imbeciles admitted to the Fountain Hospital 
between 1912 and 1930 and actual examination of a further 
564 patients of those grades who were still present in 1930. 
In the earlier group 11 cleft palates were recorded, or 
0.44%, and in the later group there were 3, or 0.53%. 
Tredgold’® quotes Langdon Down as finding 0.5% in aments 
and Ireland as finding 1.0% in idiots, whereas Grenzer re- 
ported only 0.06% in 14,466 “ presumably normal ” children. 
This compares with the 0.1% which Fogh-Andersen* seems 
to have expected from normal children. 

Without access to the detailed methods of these observers 
it is not easy to compare their conclusions. It seemed to me, 
26 years ago, “that there are more physical anomalies in 
mental defectives than in the mentally normal,” but that 
“the difference between the two is probably less marked 
than we have been given to believe.”’—I am, etc., 


Lewes, Sussex. Noet H. M. Burke. 
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Psychiatry in Africa 


Sir,—The Journal reaches me three weeks after publica- 
tion, but I write to reply to Dr. A. Stewart Henderson’s 
comment (Journal, February 2, p. 283) on Dr. A. Lambo’s 
paper (Journal, December 15, 1956, p. 1388) in the hope 
that your columns remain open on this topic. Dr. Lambo’s 
article was timely and informative, and answered some ques- 
tions about the incidence of psychiatric illness which have 
interested psychiatrists everywhere. It has already received 
favourable, comment in this country.’ 

Dr. Henderson first appears not to understand a state- 
ment in which it is clear that Dr. Lambo quotes the native 
medicine-men as claiming greater success in the neuroses 
than in the psychoses. Having done so, Dr. Henderson is 
able to take offence at the thought that our “ scientific 
disciplines ” are “ bettered by primitive magic in Africa.” 
The remainder of Dr. Henderson’s letter displays his con- 
cern that treatment by magic should be called “ effective” 
and “scientifically sound.” If this is so, he asks, what 
reasons have we to train Africans in psychiatry ? 

I think Dr. Henderson's real difficulty is with the word 
“magic,” which seems to offend his scientific orientation. 
Yet is it not true that much of medicine has been based 
upon magical principles in the past, and do we not still 
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practise the art as well as the newer science of medicine ? 
I pointed out recently’ that the old-style family doctor did 
practise psychotherapy—only he lacked complete aware- 
ness of just what he was doing. This, too, is true of the 
medicine-man, curing shaman, or witch-doctor wherever he 
may practise in the world. His techniques have been dis- 
covered by trial and error and have been passed down 
through the ages. The fact that he uses methods without 
knowing their scientific basis in no way detracts from their 
effectiveness 

It is only in the last 60 years or so that we have had 
available a scientific psychology which casts light upon 
the practices of the medicine-man. Upon this psychology 
is based our present methods of practice of psychotherapy 
and psycho-analysis. Surely it is cause for wonder and 
study when we find similar techniques in Africa which have 
been developed by rule of thumb. The “ magical” cures 
of the medicine-man employ what we now call suggestion, 
abreaction, confession, etc. The prestige and authority 
of the witch-doctor cannot be denied, and it seems certain 
that much of his effectiveness can be understood in terms 
of unconscious mechanisms. I must therefore agree with 
Dr. Lambo that these techniques are “ scientifically sound.” 
As I have discussed elsewhere.’ there are seemingly non- 
psychotherapeutic techniques which can best be understood 
in terms of our modern knowledge of psychodynamics. 
Freud readily recognized this and made a plea that we 
understand the “ mental factor” in our treatment, seek to 
control it, use it with a purpose, and direct and strengthen 
it.* 

Let us hope that many more Africans will be trained in 
psychiatry and will report their findings as Dr. Lambo has 
done. It will be a long time before the medicine-man in 
Africa goes out of business. In the meantime we must 
recognize his value in spite of his omission from the medical 
register. Studies of his techniques are called for, and we 
may well learn something from him before we oust him 
with our “scientific disciplines valid in Western Europe.” 

I am, etc., 

Chapel Hill Joun A. Ewinc. 

N.C., U.S.A 
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Anthrax Inquiry 


Sir,—-The annotation (Journal, March 9, p. 574) drawing 
attention to the proposed anthrax inquiry is to be welcomed, 
emphasizing as it does the need to bring under control all 
imported goods which bear the risk of transmitting anthrax. 
I looked in vain, however, for any mention of the possi- 
bility of anthrax being caused by animal feeding stuffs and 
fertilizer containing imported bone meal. I believe it is 
now recognized that infection can be brought into the 
country in the bone meal. Two years ago Jamieson and 
Green described six cases of human anthrax in Dundee and 
district, in three of which imported bone meal from the 
Far East was found to be the source of infection.'—I am, 
etc., 

Alton, Hants J. Coutts MILne, 
REFERENCE 
' Jamieson, W. M., and Green, D. M., Lancet, 1955, 1, 560 


Erythromycin-resistant Staphylococci 


Sir,—Drs. J. O. Forfar and A. F. Maccabe (Journal. 
March 9%, p. 581) state that only two isolated reports of 
erythromycin-resistant staphylococci occur in British litera- 
ture of cases in the United Kingdom. In this laboratory 
we have had two cases of staphylococcoid septicaemia, both 
of which developed erythromycin resistance ; in the first case 
resistance occurred in under three weeks, and the second, 
which we reported,’ occurred in five days. We feel that 
resistance of staphylococci to the newer antibiotics is prob- 
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ably higher than suspected owing to the fact that many 
clinical pathologists have little time to collect together their 
day-to-day information for publication. In view of this 
possibility your correspondents have, in their last paragraph, 
put out a definite challenge to all users of antibiotics and 
workers in this field. Perhaps a scheme could be organized 
whereby pathologists could send strains of resistant staphylo- 
cocci to a reference laboratory so as to get a broad view on 
the situation.—-We are, etc., 
JaNE M. FULLERTON. 
London, S.E.16 A. J. Smita. 
REFERENCE 
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Mass X-ray of Refugees 


Sir,—Recent experience with an M.M.R. survey ina transit 
camp for Hungarian refugees prompts me to support Dr. 
D. Smith (Journal, February 23, p. 461) in her plea to general 
practitioners and managers of labour exchanges to arrange 
chest x-rays for all those refugees who have entered this 
country, or passed through the transit camps, without having 
been screened by mass radiography. There are strong indi- 
cations that their number is considerable. However, even 
with the greatest co-operation by general practitioners, it is 
now doubtful whether the problem can be effectively solved. 
A recent Ministry circular stresses that M.M.R. for refugees 
is voluntary and that this must be made clear to them. As 
mass radiography in this country is voluntary, even in areas 
and industries with a known high incidence of tuberculosis, 
and, for that matter, for schoolteachers, one may sympathize 
with the political considerations leading to this approach. 
This method, however, defeats any serious attempt to empty 
the unknown infector pool among the refugees. 

One should, however, not blame only the authorities in 
this country, nor indeed the unfortunate exiles from Hun- 
gary, that once again the opportunity of tackling a limited 
and manageable epidemiological problem has been missed. 
The high incidence of tuberculosis among Hungarians cross- 
ing into Austria should have surprised nobody. The serious 
position in Central European countries after the last war had 
been made known by the late Dr. Marc Daniels’ and by Dr. 
J. B. McDougall.” Since then conditions may have improved, 
but statistics originating in totalitarian countries should cer- 
tainly be taken cum grano salis. Furthermore, a consider- 
able proportion of the Hungarian refugees had suffered 
years of privation in German, Hungarian, and Russian forced 
labour camps and prisons, 

If the same measure of urgency and sympathy could have 
been applied to preventive health measures as it was in the 
matter of food and clothing, the problem could have been 
tackled at the source—in Austria. X-ray examinations of 
all Hungarians crossing into Austria was clearly beyond 
the means of the local authorities, but surely a few mobile 
x-ray units from Western Europe and from this country 
could have been spared for a few weeks. Having had some 
personal experience of refugee camps, I am confident that, 
even on a voluntary basis, the response by refugees to x-ray 
surveys immediately after their escape would have been 
much more satisfactory than after weeks and months of 
waiting in camps, which become, quite inevitably, hot-beds 
of rumours and suspicions. Those found to be suffering 
from active tuberculosis should have been evacuated first, 
together with their families, to countries with empty tuber- 
culosis beds. They would have arrived as “ known ” cases 
and would not have presented a public health problem. It 
is disappointing to notice that, after 20 years of League of 
Nations and 12 years of a World Health Organization, an 
effective international antituberculosis emergency scheme 
cannot be improvised at short notice with the same urgency 
and imagination as the dispatch of money, food, and cloth- 
ing.—I am, etc., 

Stoke-on-Trent E. Posner. 
REFERENCES 
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Speed Warning Device 

Sik,—A belief, and fear, is being widely expressed that 
the pedestrian casualty rate will rise when the petrol crisis 
ends and more cars come on to the roads again. In this 
city we have what has been called “the murderous mile,” 
where three elderly women were killed within four weeks, 
and we are asked: “Do these figures shock you, or have 
you ceased to be shocked by road accidents ? The Minister 
of Transport is concerned about the speed limit, and has 
ordered larger 30 m.p.h. traffic signs, and especially large 
ones for main roads. 

I am a motorist, living in the city’s centre, and I find 
that strict observance of the speed limit is rare, and over- 
taking of cars running at between 35 and 40 m.p.h. is fre- 
quent. In order to overtake, acceleration must be either 
rapid for a short distance or a moderate speed for a 
dangerously long distance. Impact on an _ unfortunate 
pedestrian, even at the slower speed, is dreadful to con- 
template. Imagination falls short at the effect at higher 
speeds. Nothing effective is being done to enforce obser- 
vance of the regulation. 

I believe it is not beyond ingenuity to contrive a device 
which would indicate to drivers that they are exceeding the 
speed limit, and to external observers also that this is 
occurring and that the driver is, or should be, aware of it. 
The orthodox speedometer, even in line with the driver's direct 
vision, is of little value, perhaps because we are accustomed 
to ignoring it. I believe there is a solid core of well-disposed 
motorists who would welcome any change which would 
lessen the ghastly toll of the roads and would agree to the 
fitting of such a device on their cars, especially if the 
Minister of Transport would arrange to subsidize such a 
unit.—I am, etc., 


Bradford, 5. ALLEN GLENN. 


A Dreadful Word 


Sir,—“* Quinquagenary of the M.I.A.” (Journal, March 2, 
p. 510). Why not “jubilee” ?—I am, etc., 
Chesham, Bucks. FFRANGCON ROBERTS. 


Use of B.C.G. 


Sir,—Exchanges of ideas, opinions, and interpretations of 
facts about the use of B.C.G. have been both disturbing and 
entertaining. At times they have been analytical also, but 
perhaps the Man from Mars would conclude that proponents 
and opponents of B.C.G. are seeking victory, rather than 
that dispassionate observers are seeking truth. We probably 
should admit at the outset that the man who seeks to oppose 
a move which anyone chooses to make—and few moves are 
without some virtue—works at a severe disadvantage. Pro- 
ponents need not work hard but need only display a virtue, 
great or small ; opponents need to work very hard, and then 
are likely to be pushed aside as cynics, pessimists, non- 
conformists, or obstructionists. 

Are not the following facts acceptable: (1) that B.C.G., 
in a statistical sense, in some instances and in the early 
stages will reduce new infections to a benign state (whether 
first or reinfections) ; (2) that B.C.G. will not prevent clinical 
infection in all instances or even approximately all instances ; 
(3) that the thought that B.C.G. should not be given to those 
with positive tuberculin tests is generally accepted ; (4) that 
both historic evidence and experimental evidence indicate 
that overdoses of tuberculin should not be given to reactors ; 
(5) that mass inoculation does superimpose B.C.G. on some 
tuberculous persons ; (6) that the consequences of such mis- 
haps, if serious, would be charged to an acknowledged in- 
effectiveness of B.C.G. rather than made a true and proper 
responsibility of B.C.G.; (7) that it would take few such 
instances to offset the good accomplished, since we are really 
weighing a relatively small amount of good against relatively 
small risks ; (8) that a missed diagnosis because of masked 
tuberculin response, an unnecessary risk because of the 
assumed virtues of B.C.G., or a withdrawn measure of safety 
because of the time, expense, or assurance with B.C.G. 
should properly be charged against the benefits of the use 
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of this substance, though figures do not disclose these 
matters ; (9) that the statistical approach to the use of B.C.G. 
violates some principles of medical ethics, presumably doing 
all that is possible to prevent induced damage to healthy 
persons, even in the face of some risks from natural hazards, 
rather than treating man as cattle might be treated, saving 
some at the expense of others ; and (10) that tuberculosis is 
a complex lifetime problem rather than an elementary prob- 
lem in statistics, requiring short periods and a definition 
of static components in a dynamic problem ? 

How anyone can blame Calmette, who obviated the above 
difficulties in 1924 by applying his culture orally to non- 
tuberculous infants in the first days of life, infants exposed 
to dire hazard, or how anyone can assume that all is good 
and nothing is evil in the use of B.C.G., or vice versa, it is 
difficult to see. There is nothing unscientific about the 
assumption that there are both good points and bad. 
However, granting that the decision must be a flat “ yes” 
or “no” for any person for whom B.C.G. is proposed, the 
decision for a large group of persons is presumptuous in the 
extreme—a decision that would make our forebears shudder 
at a trend in ethics from medical decision to statistical deci- 
sion, and a decision which imposes the responsibility for all 
evil involved, whatever its proportion to good (and herein 
the proportion is certainly significant), directly on those who 
claim both the mental stature and authority for the decision. 
—I am, etc., 


San Francisco, U.S.A Max S. MARSHALL. 


Antibiotic Cover for Dental Extractions 


Sir,—We have read Dr. G. Gottsegen’s letter (Journa!, 
February 23, p. 460). It is true that our figures (Journal, 
December 29, 1956, p. 1501) for the immediate mortality 
from subacute bacterial endocarditis due to Str. viridans 
during the 1946-50 (28.7%) and 1951-5 (25%) periods were 
the total deaths in the group with positive and the group 
with negative blood cultures. If the two groups are con- 
sidered separately it is true that the immediate mortality in 
the group with negative blood cultures was 57.1% (4 out of 
7 patients died) during the period 1946-50, and 28.6%, (4 out 
of 14 died) during the 1951-5 period. It is, however, easy to 
account for this improvement in prognosis, for the daily 
average dose of penicillin, less than | mega unit per day, 
during the earlier period was clearly inadequate. If we 
consider the group of cases with positive blood cultures the 
1946-50 mortality was 14.3% (2 out of 14 patients died), 
and the 1951-5 mortality was 21.4% (3 out of 14 patients 
died). There is thus no improvement, although the average 
daily dose of penicillin was 1.4 mega units during the first 
and 4.5 mega units during the second period. The mortality 
during the second period differed in fact very little in the two 
groups (21.4% as against 28.6%). This is in agreement with 
the observations of Bunn and Cook.’ When the daily dose 
of antibiotic (penicillin) is adequate there is no indication 
that an increased dose of antibiotic will largely determine the 
final success or failure of therapy. 

In our small study we could not ignore the group of 
patients who, in spite of negative blood cultures, on clinical 
grounds obviously suffered from subacute bacterial endo- 
carditis. Of this group 7 died while under active treatment, 
and the clinical diagnosis was confirmed at necropsy in 5 
cases. Had there been a high incidence of edentulous patients 
in this group the validity of our thesis might well have been 
questioned. One or a few negative blood cultures would 
not necessarily have excluded Str. viridans as the causative 
organism. 

We had not read the paper “Subacute Bacterial Endo- 
carditis: Its Changed Aspects,” by Drs. L. Biro and G. 
Gottsegen.* This omission has been rectified. The material 
described by the authors is certainly large: 1,012 patients 
alleged to have subacute bacterial endocarditis. Unfortun- 
ately the data presented in this paper are not comparable 
with those found in English and American literature for 
several reasons. The survey was based on questionaries 
which had been sent out to Iqunganan hospitals: “the 
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answers were based on no equally exhaustive case records, 
and not every institute answered each question.” No men- 
tion is made of the organism isolated in patients with a posi- 
tive blood culture. Positive blood cultures were obtained in 
only 13.7% of the patients, and there is no mention of the 
criteria on which a diagnosis of subacute bacterial endo- 
carditis was made in the patients with a negative blood 
culture. 10% of the patients in the latter group had a 
normal temperature. During the period 1945-8 only 57%, 
during the period 1949-51 only 87%, of the patients received 
antibiotic therapy. Of the 627 patients who had penicillin, 
only 106 received | mega unit or more. 174 necropsies 
were performed, but in only 55% was evidence of subacute 
bacterial endocarditis found. The data are set out in a 
most unusual way. For instance, “ Results of treatment in 
patients treated with antibiotics”: 1945-8, number of cases 
193, recovery 32 (17%), deaths 60 (31%); 1949-51, number 
of cases $13, recovery 150 (35%), deaths 124 (27%). What 
happened to the 52% and 38% in the two groups respec- 
tively is not disclosed (table [V). We assume that your 
correspondent is referring to his table V when he mentions 
“the more serious prognosis of abacteriaemic subacute bac- 
terial endocarditis.” This table gives the “ relationship of 
haemoculture results and prognosis ": 1945-8 haemoculture 
positive: recovered 13 (33%), died 4 (10%), total 39 (100%); 
haemoculture negative: recovered 19 (13%), died 48 (33%), 
total 145 (100%). 1949-51 haemoculture positive: recovered 
25 (48%), died 17 (33%), total 52 (100%); haemoculture 
negative: recovered 115 (31%), died 86 (23%), total 374 
(100%). The total figures analysed in this and the previous 
table quoted represent only a fraction of the total number 
of cases (1,012) included, and there is no record of the fate 
of the patients who have apparently been included in the 
table but neither died nor recovered. It will perhaps be 
evident, from the examples quoted, why we find ourselves 
unable to compare Dr. Gottsegen’s data with those obtained 
by us and other writers here and in America. We pointed 
out in our paper that our figures are small and it would be 
dangerous to draw too many conclusions from the percen- 
tages of deaths and recurrence, even though our figures agree 
with those of other writers. Our findings regarding the 
dental state of patients with subacute bacterial endocarditis 
due to Str. viridans—namely, that they all had teeth—are, 
however, so definite that the possibility of this being due to 
pure chance is remote. We have found nothing in Dr. 
Gottsegen’s paper which in our opinion invalidates our ob- 
servations, particularly when it is doubtful whether the clini- 
cal and pathological criteria necessary for a diagnosis of 
subacute bacterial endocarditis are the same in this country 
and in Hungary.--We are, etc., 
F. G. Hopson. 
Oxford B. E. JUEL-JENSEN. 
REFERENCES 
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Compound Aspirin and Steroid Tablets 


Sin,—Your correspondent Mr. J. A. Braun (Journal, 
March 2, p. 523) has forgotten two important tests in his 
communication. In addition to the “cotton pellet” test 
and the “granuloma pouch” test I should like to submit 
the “ national pocket” test and the “ relative dangers ” test 
in the appraisal of compound aspirin and steroid tablets. 
If, in fact, the results of the “ cotton pellet” and “ granu- 
loma pouch” tests can be accepted it would appear that 
the anti-inflammatory effects of these tablets are simply 
additive and not synergistic (that word so beloved by the 
pharmaceutical advertiser). There can surely be no contra- 
indication to the mixture of the ingredients of the compound 
aspirin and steroid tablet in the patient’s stomach, and this 
would facilitate modification of the dosage to suit individual 
requirements. When the “ national pocket” test is applied 
it will be seen that the country’s economy will also benefit. 
The basic price of 100 aspirin tablets (5 gr—0.3 g.) is 6d., 
that of 50 1-mg. prednisolone tablets 15s., and that of 100 

Meompound aspirin and steroid tablets containing 5 gr. (0.3 g.) 
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of aspirin and 0.5 mg. of prednisolone is 22s. 7d., plus 6s. 9d. 
purchase tax—that is, 29s. 4d. From whatever viewpoint- 
except from that of the drug firms—the result of this test 
is obvious, 

The application of the “ relative dangers ” test to predni- 
solone and aspirin makes the latter a sure winner. With 
aspirin there is no risk of hypertension, tuberculous flare- 
up, mental disorder, or masked pyogenic infection, to 
mention but a few of the disadvantages of steroid therapy, 
and gastric irritation leading to perforation or haemat- 
emesis must be extremely rare. It is assumed that the 
dangers associated with compound aspirin and prednisolone 
treatment will be less than when full doses of the steroid 
are used. On the other hand, the combined tablet can be 
expected to be used mainly in general practice, where the 
safeguards and routine checks advocated for patients on 
steroid therapy will inevitably be less rigid. In the end, 
because of the smaller doses of steroid used, we shall be 
lulled into a false sense of security and the dangers may 
be out of all proportion to the benefits anticipated.— 
I am, ete., 


Plymouth. 


Prophylactic Value of Tetanus Antitoxin 


Sin.—The article by Dr. Leon S. Kind (Journal, March 2. 
p. 498) once more brings up the larger question of the 
rationale of this form of therapy as practised in casualty 
departments. Usually any patient with a breach of con- 
tinuity of the skin receives 1,500 units of tetanus antitoxin 
if an adult and 750 units if a child (unless they are known 
to be sensitive to it, to have asthma, or to have been actively 
immunized) as a routine, irrespective of the wound, with the 
object of preventing tetanus. My copy of Conybeare’s Text- 
book of Medicine’ says on the subject of tetanus prophyl- 
axis: “The value of. antitetanic serum as a prophylactic 
measure is universally recognized. At least 3,000 units should 
be injected subcutaneously as early as possible after all 
wounds, particularly if these have occurred on a road or 
cultivated ground. Even a graze on the skin or small punc- 
ture wounds are potentially dangerous, Further injections 
should be given at weekly intervals until the wound is com- 
pletely healed. Failure to give prophylactic serum can only 
be regarded as criminal negligence.” Besides being mostly 
impractical, I suggest that in the light of modern knowledge 
this advice may be harmful. 

Prophylactic A.T.S. is given, and may be justified, on the 
following grounds: (1) It combines with and neutralizes exotoxin 
from the established case of infection with Clostridium tetani. 
(2) A single dose delays the appearance of signs and symptoms, 
thus increasing the incubation period. This is beneficial, since 
it is known that the mortality is indirectly related to the length 
of “he incubation period,’ due to the time available for host 
re. wee, in the full pathological sense, to be built up. 
(3) .-orensically, combined with a patient’s or doctor's request. 
(4) Traditionally. Abusive letters and returned patients to the 
casualty officer, who resists the easy way out, testify to this 
attitude. 

Prophylactic A.T.S. when given may be harmful or useless on 
the following grounds: (1) A.T.S. is a horse protein which itself 
acts as an antigen when injected into humans, who react by 
producing antibodies, which are probably active in seven to ten 
days. Further antigens—that is, A.T.S.—may now be ineffective, 
when the toxin production of the clostridia in the tissues may be 
just getting under way.’* This condition is aggravated every 
time the patient receives A.T.S. prophylaxis. There is no doubt 
as to the efficacy of full therapeutic doses of antitoxin in the 
treatment of the disease in those who have not previously 
received A.T.S. (2) Sensitization to the horse serum of the 
A.T.S., a corollary of (1). I see at least one case a week with 
generalized urticaria from this cause, but not one case a year 
of tetanus. Deaths from anaphylaxis have occurred. (3) Doses 
as above are inadequate to have even the desired beneficial effect. 
1,500 units of A.T.S. for children and 3,000 units for adults 
should be a minimum initial dose, which must be repeated in a 
week to protect adequately a person developing the disease, since 
the fall in blood antitoxin level is rapid in the unimmunized and 
the incubation period is prolonged for this time by the initia! 
dose. * Casualty departments give only single doses. (4) Most 
cases of tetanus cone from trivial injuries or unrecognized 
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trauma which never find their way to a casualty department for 
treatment. We are not protecting those who are going to get the 
disease. 

Other reasons, such as cost and delay in treatment (half an 
hour between test and immunizing doses, consent for minors 
where parents cannot be contacted, etc.) are valid in busy centres 
to a lesser extent. 

Tetanus is not a common disease, and it has been suggested 
that this is because passive immunization with antitoxin, while 
not preventing infection, may suppress signs and symptoms, 
leading to a subclinical attack and active natural immunity. 
This is difficult to prove. On the other hand, for reasons above, 
the use of antiserum does not lower the incidence of tetanus 
in a community.*, How prevalent must a disease be to justify 
measures taken against it on the scale of those taken against 
tetanus, in terms of cost, inconvenience to the patient, and 
possible dangers, assuming that the measures achieve what is 
claimed for them ? Presumably gas gangrene is below that figure, 
yet Cl. welchii is as ubiquitous as Cl. tetani. Diphtheria anti- 
toxin is not used in a comparable way for a comparable patho- 
logy. Should not all operative cases receive A.T.S. because of 
the danger of exogenous spores in catgut or powder, or endo- 
genous reinfection from latent infection of bones ? Why is it 
more criminally negligent of the doctor to “ let’ a patient die of 
tetanus than of diphtheria or poliomyelitis ? 


I suggest the following as a more rational procedure for 
antitetanus measures: (1) The active immunization with 
tetanus toxoid, along with pertussis vaccine and diphtheria 
toxoid, using a single dose triple antigen, of all babies pos- 
sible. With appropriate booster doses this gives lasting 
immunity, covers the exceptional conditions of war, and 
obeys the first principle of medicine, prevention. (2) Use 
of tetanus toxoid as a booster or initial dose in the casualty 
department. This takes care of the delayed case, reactions 
are rare and mild, test doses are not required, and no serum 
is used in toxoid manufacture. (3) Abandoning indiscrimin- 
ate routine use of tetanus antitoxin as an immunizing 
measure, and reserving its use for the treatment of suspected 
or established cases of the disease on clinical grounds. This 
would even apply to grossly contaminated wounds or com- 
pound fractures, thus keeping the best curative measure at 
its most potent for combating one of the few remaining 
infectious diseases with a distressingly high mortality—I 
am, etc., 


London, N.14. M. R. MADIGAN. 
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Crash Helmets 


Sir,—To motor-cyclists suffering from head injuries I 
often pose the question: “Were you wearing a crash 
helmet ?" Two recent replies have been brilliantly non- 
sensical: “No. You see, I only have a small motor-bike,” 
and: “I remember deciding not to put it on, as it had stopped 
raining.” I suppose a stupid question deserves a stupid 
answer. There may be even better to come, such as, “I 
only have a small brain,” or, “1 don't think they suit me.” 
I shall continue to pop the question.—I am, etc., 


St. Andrews, Guernsey. J. R. Dickson. 


The Silver Lining 


Sir.—In 1954 Drs. T. H. Wilson and G. Wiseman, working 
in the department of physiology, University of Sheffield, in- 
troduced their technique for studying intestinal absorption 
by the use of sacs of everted small intestine. In doing so 
my colleagues had the temerity to turn an organ inside out 
in order to study its physiological function. In admiring 
their courage and ingenuity, I had also credited them with 
being pioneers in finding a biological use for the sac of 
everted mammalian intestine. The letter by Dr. Julian 
Huxley (Journal, March 9, p. 581) makes it clear that Drs. 
Wilson and Wiseman have not got this distinction, and were 
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in fact anticipated by more than 100 years. Furthermore, it 
would have to be admitted that the use described by Dr 
Huxley can fairly be said to be a more penetrating investiga- 
tion of the reliability of the everted intestinal sac. Vixere 
fortes ante Agamemnona.—lI am, etc., 


Sheffield, 10. D. H. SmMyTH. 
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Senna and Morning Sickness 


Professor A. S. article (Journal, 
February 23, p. 439), in which he describes the value of 
“senokot” standardized senna as a laxative during preg- 
nancy and in the puerperium, he mentions its use in morn- 
ing sickness. For some time I have prescribed senokot to 
pregnant patients with constipation and have been interested 
to have been told that in many cases their morning sick- 
ness has disappeared. Recently I have given senokot to 
those with severe morning sickness and have the impression 
it is more effective than the usual drugs given. It would 
be interesting to hear of any actual series or similar cases. 
I should be grateful for any explanations of the mechanism 
of how senokot acts to help these patients.—I am, etc., 


Littlehampton. Rosin Best. 


Treatment of Acute Appendicitis 


Sir,—I was much interested in the recent correspondence 
in your columns about acute appendicitis at sea. A good 
many years ago, while whaling in the Weddell Sea, we got 
news in the factory ship that a whaler was coming in with 
two whales and that a Norwegian seaman had been taken 
seriously ill with acute abdominal pain. The gunner thought 
this was due to acute appendicitis. His diagnosis was correct. 

The seaman was a very big, well-built Norwegian. He 
had a pulse, I believe, of about 120. He had an ominously 
low temperature of 99° F. (37.2°C.) which I did not like. 
He was blue and cold, and very ill. There was a B. coli 
odour in his breath and he was exquisitely tender in the 
right iliac fossa, both on rectal examination and on palpa- 
tion. 1 decided, rightly I think, that the only course here 
was immediate operation. | told the captain and the gunner 
manager that I saw nothing else for it, and so instruments 
were boiled up and the officers’ mess prepared. The surgical 
equipment was adequate. I intended to operate under a 
spinal anaesthetic. The chief engineer and the chief steward 
were to assist. The scene was so like that depicted in 
Doctor at Sea that this might have been an identical case. 

Myself and my two assistants had a very large tot of rum 
each, but the patient said he felt too ill to have some—he 
must have been ill, because he had a magnificent swallow. 
When the sheets were raised from the instruments and 
basins on another table, and before I could get the man 
into position for a spinal puncture, he took one look at 
the shining instruments and fled. Nothing on earth would 
beguile him out of the fo’csle, until a direct order from the 
captain landed him in the sick bay, which happened at the 
time to contain several skulls of sea leopards, etc. He was 
very ill indeed for some days, lost weight rapidly, and 
suffered from extreme toxaemia with a temperature swinging 
from normal to 103 and 104° F. (39.4 and 40°C.) A 
large abscess formed in the right iliac fossa and got bigger 
and bigger as sweats and physical deterioration increased. 
I told the captain that all I had to do was to put a knife 
in the swelling and insert a drain, and he would probably 
recover. The patient refused. One night I thought that 
he was dying, and in the early hours of the morning I was 
awakened by his feeble thumping on the bulkhead, and 
on going to him he asked for a bed-pan. He then evacuated 
an enormous quantity of the most foul-smelling pus per 
rectum—and proceeded to make an uninterrupted recovery. 
He ate enormously and actually rejoined the crew of the 
whale-catcher, only to be drowned the following year when 
his boat capsized in the pack ice.—I am, ete., 

Lanerk. JosePH BRYANT. 
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Obituary 


J. G. HAN ILTON, M.D. 


Dr. J. G. Hamilton, the distinguished American medical 
scientist, died on February 14 in San Francisco, at the 
age of 48. He was professor of medical physics, 
experimental medicine, and radiology at the University 
of California, and was one of the first to study the use 
of radio-isotopes in man. 

Joseph Gilbert Hamilton was born in Waverley, Mass. 
Educated at the University of California, he first 
graduated in science and then went on to study medi- 
cine, proceeding to the degree of M.D. in 1936. Until 
1942 he worked as instructor in neurology and medicine 
in the medical school of the University of California at 
San Francisco. At the same time he was carrying out 
research in physics at the radiation laboratory at Berke- 
ley, where he became professor of medical physics in 
1950. This appointment was combined with the chair 
of experimental medicine and radiology at the medical 
school. Among his many public appointments he served 
as chairman of the radiological study section of the 
National Institute of Health and of the National 
Research Council’s committee on radiology. He was a 
consultant to the U.S. Atomic Energy Commission, and 
during the war he directed part of the biological research 
undertaken in connexion with the Manhattan Project. 

As a doctor with a training in physics, Hamilton was 
quick to grasp the value of artificial radio-isotopes in the 
study of biological problems. Within a few years of 
E. O. Lawrence’s invention of the cyclotron at Berkeley, 
he had studied the metabolism of many radioactive 
elements in animals and humans. In 1938 he gave the 
radioactive elements, sodium, potassium, chlorine, 
bromine, and iodine, to normal humans by mouth, and 
followed their absorption from the intestine by measur- 
ing the rate of appearance of radioactivity in the hand. 
In his report of his results he pointed out that the rate 
of absorption of a radioactive element would give a 
measure of the rate of absorption of the naturally occur- 
ring stable isotope. In the following year, with Dr. 
Mayo H. Soley, he applied this principle to the study of 
the uptake of iodine by the human thyroid, and he also 
compared the uptake of a test dose of radio-iodine in 
thyrotoxic patients and normal people. This is the 
earliest report of the use of a radio-isotope as a diag- 
nostic test. 

In 1940, Hamilton, Soley, and Eichorn, making use of 
Hamilton’s earlier observation that radio-iodine is selec- 
tively concentrated in the thyroid, gave radio-iodine to 
patients before an operation for removal of the thyroid. 
Autoradiographs were then made from thin sections of 
the thyroid. By this method they were able to localize 
the areas in which the radio-iodine was concentrated in 
pathological thyroid glands. Other workers had already 
used autoradiography for studying the deposition of 
radium in human bone, but Hamilton’s work on the 
thyroid gland was probably the first attempt to use this 
technique for localizing an artificial radio-isotope in 
humans. 

Hamilton's other important contribution to this field 
of study was his demonstration that the selective concen- 
tration of radio-iodine within the thyroid could be used 
to destroy the thyroid by irradiation without damaging 
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other tissues. With J. H. Lawrence he applied this dis- 
covery to the treatment of patients suffering from 
Graves’s disease, and in 1942 they reported that they had 
successfully treated three patients with radio-iodine. 
Hamilton continued his researches until shortly before 
his death. After he had developed leukaemia, from 
which he died, he visited this country to lecture on his 
work on the metabolism of astatine, a radioactive 
halogen. Although his work was confined to physiology 
and clinical medicine—he took no part in the application 
of radio-isotopes to biochemistry—he helped to establish 
many of the principles that have since become common- 
place in the applications of nuclear physics to these 
branches of biological science. In this he was a pioneer. 


A. A. GUILD, M.D., M.R.C.P. 
Dr. A. A. Guild, consultant physician and physician 
superintendent of Lambeth Hospital, died at St. Thomas's 
Hospital on March 9. He was 40 years of age. 

Alexander Alan Guild was born on May 22, 1916, 
and was educated at Edinburgh Academy and at Gon- 
ville and Caius College, Cambridge, returning to Edin- 
burgh for his clinical training. At Cambridge he. gained 
first-class honours in the Natural Sciences Tripos and 
was a college prizeman, and at Edinburgh he was 
medallist in pharmacology and therapeutics and in public 
health and obtained a Murchison scholarship in clinical 
medicine in 1941, the year in which he graduated M.B., 
Ch.B. Having completed a resident appointment at the 
Edinburgh Royal Infirmary, he joined the R.A.M.C., 
serving with the 159th Field Ambulance, first as medical 
officer and later as company commander, from 1942 to 
1945. He was with the 78th and 4th Divisions in North 
Africa, Sicily, Italy, Palestine, and Greece. Appointed 
A.D.M.S. Land Forces (Greece) in December, 1945, he 
became deputy to the D.D.M.S. (Greece) in 1946, being 
demobilized in the latter year with the rank of lieutenant- 
colonel. 

After the war Dr. Guild took the M.R.C.P.Ed. in 
1947 and in the following year was admitted to the 
London M.R.C.P. In 1948 he was appointed clinical 
tutor to the university medical unit of the Western 
General Hospital, Edinburgh, under Professor L. S. P. 
(now Sir Stanley) Davidson, and medical registrar to 
Dr. W. I. Card. He was appointed senior registrar in 
1949. Two years later he was appointed consultant 
physician and physician superintendent of Lambeth 
Hospital, where he remained until his death. He was 
joint author of the section on diseases of the nervous 
system in Davidson's Principles and Practice of Medi- 
cine (1952). He proceeded to the M.D. in 1953. 

A colleague writes: Guild devoted his life to the art of 
medicine and took infinite pains in the treatment of the 
patients under his care. A man of wide culture, he was 
keenly interested in art, music, and architecture; he also 
maintained his connexion with the Territorial Army. He was 
a capable administrator and a loyal colleague. It is tragic 
that he died at such an early age, and he will be sadly missed 
at Lambeth Hospital. He leaves a widow and two young 
children, to whom we all extend our deepest sympathy. 


J. F. MAHONEY, M.D. 


Dr. J. F. Mahoney, who until recently was health com- 
missioner of New York and formerly director of the 
venereal disease research laboratory at the U.S. 
Marine Hospital, Staten Island, died in New York on 
February 23. He was 67 years of age. He will be 
remembered as one of the pioneers of the penicillin 
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treatment of syphilis. John Friend Mahoney graduated 
in medicine at Marquette University, Milwaukee, in 1914. 
In that year he joined the U.S. Public Health Service, 
and in due course he became director of the venereal 
disease research laboratory at the U.S. Marine Hospital, 
Staten Island. He was also lecturer in dermatology at 
Columbia University, New York, and assistant professor 
of clinical syphilology and dermatology. It was in 1943 
that he published a preliminary report with R. C. Arnold 
and A. Harris on the effect of penicillin in the treatment 
of syphilis. As a result of this successful clinical 
research he received many honours, including the 
honorary life membership (Wellcome prize) of the 
American Social Hygiene Association, and, in 1946, the 
Lasker Award of the American Public Health Service. 
At the time of his death Dr. Mahoney was director of the 
Bureau of Laboratories in New York City’s Department 
of Health. 


H. S. STANNUS, GIB.E., M.D., Ph.D., F.R.C.P. 
D.T.M.&H. 


The obituary of Dr. H. S. Stannus was printed in the 
Journal of March 9 (p. 589). 


Dr. J. B. Davey writes from Pietermaritzburg, Natal: 
By the passing of Hugh Stannus the profession has lost a 
man of outstanding ability and great charm. I came to 
know him in 1904 when home on leave from the British 
Central Africa Protectorate (later Nyasaland) and Stannus 
was considering an offer of appointment in that country. 
He had already held a number of house appointments at 
his old hospital, St. Thomas's, at the Bethlem Royal Hos- 
pital, and, for two years, at the Hertford Hospital in Paris, 
Into his fourteen years’ service in Nyasaland he packed an 
immense amount of original work, both medical and 
anthropological, in addition to setting a very high standard 
in the execution of his official duties. Of a most inquiring 
mind and possessed of keen powers of observation, he re- 
corded original investigations into such varied subjects as 
dietary deficiencies, congenital defects, yaws, leprosy, and 
trypanosomiasis, the customs, ceremonies, and industries of 
the African population, the diseases of domestic animals, 
and entomology. In 1911 he took the London M.D. and 
was awarded the university gold medal for a thesis in which 
some of these investigations were recorded. There is no 
doubt that he would have reached the highest positions in 
the Colonial Medical Service had not ill-health compelled 
retirement in 1919. After taking up medical work in 
London he continued to show an active interest in tropical 
medicine and contributed many papers on the subject to 
medical societies and journals. When his long service as 
medical adviser to the Board of Inland Revenue was recog- 
nized by a C.B.E. last year the award gave great pleasure 
to his numerous friends. In his younger days he possessed 
powers of physical endurance of a high order. He was a 
strong swimmer and walker, a keen big-game hunter, a 
vigorous hockey player, and an accomplished dancer. His 
interests were manifold, and anything he took up he pursued 
with great zest. He introduced the first motor-cycle to 
Nyasaland, and, later, was an enthusiastic motorist in 
England and on the Continent. Always full of new ideas, 
he was a most stimulating companion. On many questions 
he held strong views and was apt to express them with some 
pungency, and of slovenly work he was strongly critical. 
To those privileged to be admitted to his circle he was a 
most loyal friend and generous to a fault, and by them he 
will be sorely missed. 


Dr. E. C. Asprnact died in Birmingham on January 20 
after a short illness. He was in his 63rd year. Eric Charles 


Aspinall was born at Wigan on February 20, 1894. After 
serving in the R.A.M.C. in the British Expeditionary Force 
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in the first world war he took up medicine, graduated M.B., 
Ch.B. at Birmingham University in 1924, and then acted as 
house-physician to the late Sir Leonard Parsons. In 1925 he 
joined the late Dr. W. B. Featherstone in Erdington as 
partner in a general medical practice and continued actively 
as senior partner in the same practice until 10 days before 
his death. He was medical officer to the Josiah Mason 
Orphanage, and he succeecied his senior partner as medical 
officer to Oscott College. At the time of his death the 
college had been served by the same practice for 67 years. 

E. B. writes: Eric Aspinall was a family doctor of the 
best type. He was a bachelor, and his work was his hobby, 
but he interpreted his work in a very broad sense, and was 
a wise counsellor to his patients in their daily problems. To 
his close friends, of whom he had many, the memory of his 
funeral, through the lined streets of Erdington to the packed 
and overflowing parish church, will always linger as an 
inspiration. 


Dr. E. B. SUNDERLAND died at his home at Haverhill, 
Suffolk, on January 29 at the age of 67. Edward Benjamin 
Sunderland, who was born on December 7, 1889, came of 
a Lincolnshire family. In 1914 he qualified M.R.C.S., 
L.R.C.P. from University College Hospital, where he later 
held the resident appointments of house-physician and 
obstetric house-surgeon. Soon afterwards he joined the 
R.A.M.C. and saw active service in the Gallipoli campaign. 
After the first world war he settled in practice, first in 
King’s Lynn and later in Haverhill, where he remained for 
thirty years. He built up a good practice in Haverhill. His 
patients liked and respected him, and his clinical judgment 
was always sound. He was a man of few words and did 
not suffer fools gladly, but he was nevertheless most sympa- 
thetic where sympathy was required, He had many out- 
side interests, including tennis, shooting, and fishing. He 
was well known in sporting circles for his achievements at 
the spaniel field trial championships, and he was a first-class 
shot. The sympathy of his many friends will go out to 
his widow. 


Dr. W. pe W. WisHart died at Georgetown, British 
Guiana, on February 18 at the age of 84. After winning 
the British Guiana Scholarship in 1890 William de Wever 
Wishart became a medical student at Edinburgh University, 
where he graduated M.B., C.M., with first-class honours, in 
1895. After graduation he held the appointment of house- 
physician at the Victoria Hospital for Consumption, Edin- 
burgh. He took the D.P.H. of the Irish Royal Colleges in 
1910. He was appointed the first medical ‘officer of health 
for the city of Georgetown, and retired a few years ago. 
A member of the British Medical Association for over 60 
years, he was a past president of the British Guiana Branch 
and had served on its council. He was appointed M.B.E. in 
the 1946 New Year Honours. 


Dr. F. G. FRANCE, who was in general practice at Bromley, 
Kent, for some 30 years, died at his home there on Febru- 
ary 22 at the age of 58. Francis George France was born 
at Ludlow on November 29, 1898, and was educated at 
Ludlow Grammar School and Bromsgrove School, During 
the first world war he joined the Welch Regiment and served 
in France, where in 1918, at the age of 19, he received 
severe shrapnel wounds in the chest which produced an 
arteriovenous fistula that was to prove a severe handi- 
cap for the rest of his life. As soon as he had recovered 
from his wounds he entered St. Bartholomew's Hospital as 
a medical student and qualified from there in 1924 by taking 
the London Conjoint diploma. He then became house- 
physician at Brompton Hospital, and while there obtained 
the London degrees of M.B., B.S. He was later resident 
medical officer at the Leicester Royal Infirmary. He entered 
general practice at Bromley in 1926, working first as a 
partner, and then as the successor, of Dr. D. R. McArthur 
in one of the two oldest-established practices in the area. 
He became an honorary physician at Bromley Hospital, and 
served there for many years, both before and during the 
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second world war. He relinquished this position on the re- 
organization of the hospital consultant staff to include visit- 
ing consultants from London, which took place shortly 
before the commencement of the National Health Service. 
On his retirement from the hospital he was given the title of 
emeritus physician of Bromley Hospital. In spite of the 
severe handicap of the disability resulting from his wounds, 
he was an active general practitioner caring for a widely 
scattered practice, and much beloved by his patients and his 
friends. A fine classical scholar, he continued throughout his 
life in practice to obtain enjoyment from his reading of the 
classics and of English and French literature. He was a 
founder member of the Bromley Chess Club and later its 
president, and he played chess for his county. He leaves a 
widow, two daughters, and a son. His elder daughter and 
his son have followed him in a medical career, both of 
them training at his own hospital, St. Bartholomew's. 


P.S, writes: May I, who knew Dr. France during his last 
seven years, say how greatly he was admired by his friends 
and patients? Despite increasing disability he was a 
supremely happy man, He was the ideal family doctor, 
well informed technically, but above all liked, respected, 
and consulted as a man as well as a doctor. He devoted 
most of his leisure to books and read well and widely, being 
especially a student of Marcel Proust. He had travelled 
a great deal in France and the Mediterranean, which he 
loved. He was a superb host, and the combination of his 
warm personality, cultured conversation, and wide general 
knowledge made one feel a unique sense of civilization 
when at his table. 


Dr. H. J. Dean, formerly medical officer of health for 
the Willenhall and Short Heath urban district councils, died 
on February 23 at Reading, where he had been living in 
retirement for nearly a quarter of a century. He was 84 
years of age. Henry James Dean was born on February 27. 
1872, and received his medical education at the London 
Hospital, qualifying L.S.A. in 1893. Some three years later 
he entered general practice at Middleton, Lancashire, and 
while there obtained the diploma of L.R.C.P.1. in 1900. He 
moved to Willenhall, Staffordshire, in 1902, and was in 
partnership with the late Dr. J. T. Hartill before going into 
independent practice. In 1906 he took the L.R.C.S.Ed. and 
six years later the L.M.S.S.A. At Willenhall he held a 
number of appointments, becoming police surgeon, medical 
officer to the Post Office and to the Board of Education, 
certifying factory surgeon, and medical referee to the Minis- 
try of Labour. For some twenty years he was also medical 
officer of health to the Short Heath and Willenhall urban 
district councils. He retired to Reading in 1933, but came 
out of retirement during the second world war to serve as 
chairman of the local medical board. He is survived by 
his widow and daughter. 


Dr. Joun Write died in Leeds on February 24 at the 
age of 55. John Wyllie was born on June 6, 1901, and 
was a medical student at Glasgow University, where he 
graduated M.B., Ch.B. in 1926. In the same year he joined 
a large practice at Hunslet, Leeds, as an assistant, and after 
a time became the partner of a very popular triumvirate, 
Drs. William Rodgers, W. J. B. Fergus, and Wyllie. He 
remained at Hunslet until his death, and endeared himself 
to the warm-hearted people there by his self-sacrifice on 
their behalf Dr. Wyllie took a keen interest in local 
affairs. During the second world war he was in charge 
of a first-aid post, and it was as a result of discussions 
he had there with the then vicar of Hunslet, now Bishop of 
St. Albans, that he decided to found a much-needed boys’ 
club in the district. The club is now one of the finest in the 
country, and Dr. Wyllie became the first chairman of its 
management committee, remaining in that position until 
shortly before his death, He was made a justice of the 
peace in 1949 and was very highly and affectionately re- 
garded by all his associates on the bench : his interest in 
the youth movement led to his appointment to the juvenile 
panel, on which he served with distinction. He will not 
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be forgotten in Hunslet, where he was a family friend to 
many, carrying on his work in spite of grave physical dis- 
ability until only a month or two before his death. One of 
his many interests was colour photography. A devoted 
husband and father, he had two daughters, one of whom is 
training as a nurse and the other in social welfare. His 
widow also survives him. 


Dr. C. W. pe V. PritcHarD died at St. Mary’s Hospital, 
London, on March 9. He was born in South Africa of 
British and Huguenot stock, his father, W. H. Auret Prit- 
chard, being one of those concerned in the early develop- 
ment of Johannesburg and the gold mines. His grand- 
father, Captain the Hon. Charles Pritchard, was a pioneer 
in the development of Cape Colony, and as a boy was 
often in the company of Napoleon on St. Helena. The 
family inherited many of the Emperor's personal possessions, 
which, some few years ago, were placed in a museum. 
Educated at St. John’s College, Johannesburg, where he 
captained in cricket and football and won championships 
in swimming and long-distance running, Charles William de 
Villiers Pritchard studied medicing at Edinburgh and took 
the Scottish triple qualification in 1922. Subsequently he 
held appointments at the Larbert Mental Hospital, Edin- 
burgh Royal Infirmary, and the Tavistock Clinic, and for 
a few years he had a consulting practice in Wimpole Street. 
But his main interest was in archaeology and travel, taking 
him to various parts of the world, where he collected many 
proofs of his adventures. He married Miss A. G. Seldon. 
who made her début as Audrey Segnitz in Covent Garden 
opera in the early thirties. He was himself a polished 
amateur actor. During both world wars he served in the 
Royal Navy. His brother, Dr. Percival V. Pritchard, is 
medical officer of health for Gosport. 


The obituary of Mr. S. S. BarToN was printed in the 
Journal of March 2 (p. 525). Dr. K. E. Scumipr writes: 
This is a small tribute to a man who to many like myself 
has been a guide, philosopher, and friend. A great person- 
ality indeed has gone from us and the world seems a much 
poorer place without him. He was not only an outstanding 
gynaecologist, beloved by his patients, blessed with that gift 
of inspiring confidence, optimism, and security, but was a 
poet (two books of his poems were published) and a painter 
of no mean achievement. The Cambrian Academy has not 
only lost one of its most outstanding members but also the 
founder of the Saxon Barton Prize. Mr. Barton had con- 
victions and was not shy of making them known, nor did 
he leave anybody in doubt as to whether he liked a person 
or not. Somebody approved of by him was always worth 
knowing. To his juniors and students he was an inspiring 
teacher, encouraging initiative, responsibility, and, above all. 
work, He had a highly developed and kind-hearted sense 
of humour, and together with Mrs. Barton was a most gen- 
erous and stately host in the manner of an era almost gone. 
Any meeting or assembly gained in status by his presence. 
A picnic and excursion with him into the North Wales 
hills was an experience. We will miss him very much in- 
deed, and to him go our thanks for the privilege of his 
friendship. To Mrs. Barton and his sons goes our sympathy 
in their tragic loss, 


Medical Notes in Parliament 


APPEAL COSTS IN HEALTH SERVICE 


The question of an award for costs in an appeal to the 
Ministry of Health from the decision of an executive council 
was raised in the House of Commons on March 14 by 
Mr. WiLtiam WeLLs (Walsall, North, Lab.). 

The case arose out of the death of Miss June Anne Evans. 
aged 17, of Walsall, in January, 1955. On January 4, Mr. 
Wells stated, she complained of severe pains and was vomit- 
ing. Dr. A was called and diagnosed gastro-enteritis. On 
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January 8 the symptoms became more severe, and Dr. A 
again diagnosed gastro-enteritis. The following day was a 
Sunday, and the girl's father called at the surgery. Dr. B, 
who was standing in for Dr. A, visited the girl with Miss C, 
a medical student, who was allowed to conduct the whole 
examination, and who said there was no sign of appendicitis, 
which the parents had suggested. The father was dis- 
satisfied with the conduct of the examination, and the next 
day called in a third doctor, who ordered the patient's imme- 
diate removal to hospital, where she died after an operation 
the following day from peritonitis, a perforated appendix, 
and a perforated small intestine. 

Her father made a complaint to the Walsall Executive Council. 
This was heard on June 3, and the executive council decided that 
there had been no breach of the doctor's terms of service. They 
also found that “ the practice of allowing advanced students to 
accompany qualified medical practitioners in their day-to-day 
work is not only recommended but encouraged both by the 
Cohen Committee of the Ministry of Health and the General 
Medical Committee of the B.M.A., and has been accepted as 
a desirable and necessary procedure for a number of years.” 
This finding, Mr. Wells said, could scarcely have been more 
misleading to all concerned. It was no part of the parents’ 
complaint that a medical student had been present, nor even that 
the student had conducted an examination, The essence of the 
complaint was that the doctor rested content with an examination 
by the student, and took no trouble to verify what she 
had ascertained, so that at this critical stage of the illness the 
diagnosis was conducted by an (at the time) unqualified person. 
The Walsall Executive Council misapprehended the essence of the 
complaint in this crucial finding, and that led to a false and mis- 
leading conclusion on the facts. 

The father exercised his right to appeal to the Minister, who 
held that there had been a lack of proper medical attention in 
the visit on January 9, when the examination was conducted by 
Miss C. No order was made about costs, and Mr. Wells subse- 
quently wrote to the Minister on the father's behalf, suggesting 
that it followed from the fact that the appeal had been allowed 
that the costs should to some extent at least follow the event. 
In a reply from the Minister on March 27, 1956, it was stated 
that it was an established practice to make an order for costs 
against one of the parties to an appeal only in quite exceptional 
circumstances—for example, where a case was pursued unreason- 
ably; that it had never been held that a respondent was acting 
unreasonably in defending himself against an appeal seeking to 
reverse a decision that he had not failed to comply with his 
terms of service; and that “the doctor could not properly be 
penalized in this way, especially since the appeal ‘was allowed 
only in relation to treatment on a particular day of Miss Evans's 
illness, and this was in effect allowed only in part.” 

To say that the appeal was allowed only in part, Mr. 
Wells complained, was certainly illogical and possibly 
evasive. The executive council itself, in a letter to him, had 
expressed the view that “on the Minister's decision the 
complainant's appeal was allowed, and therefore he should 
be recompensed for expenses incurred in exercising his right 
of appeal.” The father had pursued the matter with success, 
and in plain justice and equity should be recompensed for 
the costs he had incurred in so doing. 


Government Reply 


Mr. J. K. VauGHaN-MoraGan, Parliamentary Secretary, said 
that the result of the appeal to the Minister, which was 
issued aft.. consultation with the Medical Advisory Com- 
mittee, was that the doctor responsible should be repri- 
manded on the ground of a breach of the terms of service 
“in that her deputy failed on January 9 to render all proper 
and necessary treatment.” The implication was that 
examination by the medical student without participation 
by the doctor was not adequate, but that the executive 
council had been right in taking the view that Dr. A had 
paid adequate visits and made adequate examinations. 

It had been argued by Mr. Wells that, on the analogy of 
the normal rule in legal proceedings, costs should follow the 
event. But in so far as the procedure on appeal to the 
Minister related to complaints of infraction of obligations to 
the State, and was not an attempt to obtain restitution, the 
analogy with civil proceedings was not complete. The 
general principles of the award of costs by tribunals fell 
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within the terms of reference of the Committee on Admini- 
Strative Tribunals and Inquiries, and were therefore in some 
measure sub judice that Committee. 

Except perhaps for repayment of expenses they had in- 
curred, usually small, complainants were not themselves 
hoping to obtain money under this procedure. They could, 
and often did, conduct appeals without incurring legal costs, 
and they would be deterred by the prospect of responsibility 
for the practitioner's legal costs if they were not successful. 
A rule that “ costs follow the event ” might seem on balance 
to work against complainants. Executive councils had occa- 
sionally been authorized or required to contribute to the 
costs of parties, usually associated with some form of mis- 
take, unreasonableness, or undue severity on the part of the 
council. The executive council’s finding in this case as a 
whole was supported in large measure and overturned on 
one point only. Thus it could not be regarded as widely 
wrong. It was a case in which costs following the event 
might have led to the award of a proportion of costs—per- 
haps, but not necessarily, one-third—of the fees incurred 
by Mr. Evans. In the light of practice in other cases this 
was not an occasion for payment by the executive council. 


Tetanus Infection in N. Staffs 


Dr. Barnet Stross (Stoke-on-Trent, Central, Lab.) asked 
the Minister of Health for as full a statement as possible on 
the infection of five patients operated on recently in the 
North Staffordshire Royal Infirmary, of whom two had died 
from infection by tetanus. Mr. D. Vosper stated on March 
15 that tetanus had been diagnosed in five patients who were 
operated on between February 21 and 26. The symptoms 
appeared in the first case on February 26. Further cases 
developed symptoms on February 28, March 1, and March 3. 
The theatre suite in question was closed from February 28, 
and would not again be brought into use until any necessary 
measures had been taken to prevent any risk of further infec- 
tion. All those operated on between February 21 and 
26 were given a protective dose of tetanus antitoxin on 
March | and 2 except six patients who had been discharged, 
and their family doctors were advised to take the same 
action. 


Poliomyelitis Vaccine 


Mr. Eric FLetcner (Islington, East, Lab.) asked the 
Minister of Health on March 18 what were his proposals 
regarding the distribution of vaccines against poliomyelitis. 
Mr. Vosper: A batch of vaccine was distributed last week 
and further batches would be distributed as they became 
available. They would be used in the first place for vacci- 
nating children registered last year. There might on occa- 
sion be delay in this procedure, but the stringent safety 
precautions were in the interests of the parents and children 
concerned. Mr. FietcHer asked for the Minister's assur- 
ance that he was completely satisfied with the safety of the 
vaccines that were to be distributed. Mr. Vosper stated 
that he was completely satisfied. 

Dr. REGINALD BENNETT (Gosport and Fareham, Con.) 
asked the Minister what evidence he had of the transmis- 
sion of poliomyelitis in untreated sewage or water con- 
taminated with it. Mr. Vosper said he was advised that 
untreated sewage contained large amounts of poliomyelitis 
virus when infection occurred in a community, and that 
polluted water was assumed to be a constant risk. But there 
was no definite evidence in this country of the transmission 
of poliomyelitis from these sources, 


University Salaries 


Mr. K. Ropinson (St. Pancras, North, Lab.) asked the 
Chancellor of the Exchequer on March 12 if he was aware 
of the concern that was felt by the Committee of Vice- 
Chancellors and amongst university teachers at his failure 
to announce any improvement in the salaries of university 
teachers, following the protracted negotiations that had 
recently taken place ; and if he would now make a statement. 
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Mr. P. THORNEYCROFT said in a written answer that he 
was satisfied that a further review of the salaries of academic 
staff at universities was now necessary if the standard ot 
recruitment was to be maintained during the forthcoming 
period of expansion in the universities. He had considered 
recommendations made to him by the University Grants 
Committee, who had themselves received representations 
from the Committee of Vice-Chancellors and Principals and 
from the Association of University Teachers, and he pro- 
posed to ask Parliament to provide the additional funds 
required to enable the universit es, as from August | neat, 
to bring into effect new rates and scales of salary for full- 
time staff. The details are given below. The consequentia! 
increase in the recurrent grant of the universities is estimated 
to be in the region of £3m. a year initially. 


Nen-Medical Pests* 

Professors.—The grants will be related to basic salaries of 
£2,300 a year in universities and university colleges. Provision 
will continue to be made for supplementation, and this will allow 
for a range of salaries up to £3,000 a year 

Readers and senior lecturers.—A range of salaries with varying 
maxima up to £2,150 a year, or in special circumstances to £2,250 
a year 

Lecturers.—Scales rising generally from £900 by £50 to £1,350 
by £75 to £1,650 a year. 

Assistant lecturers.—Salaries rising from £700 by £50 to £850 
a year 

Preclinical Posts* 

Professors.—Salaries ranging from £2,300 to £3,000 a year. 

Readers.—Salaries within the range of maxima indicated below 
for lecturers. 

Lecturers.-Scales of salary rising from £900 by £100 to 
maxima ranging from £1,650 to £2,250 a year 


Clinical Posts 

Professers.—-Salaries ranging from £2,500 to £3,000% a year. 

Readers.—Salaries within the range of maxima indicated below 
for lecturers 

Lecturers.—Scales of salary rising from £900 by £100 to 
maxima ranging from £1,750 to £2,550 a year (or in the case of 
lecturers holding posts of special responsibility such as the head- 
ship of an independent department, £2,900 a year). 


Multiple Packs 


Mrs. Castie (Blackburn, Lab.) asked what 
multiple packs of medical supplies might be prescribed by 
doctors as one item for the purposes of the prescription 
charge; and what suggestions the Minister had received 
from the British Medical Association for further multiple 
packs. Mr. Vosper said that no suggestions for further 
multiple packs had so far been received from the British 
Medical Association. Mrs. Castie thought that the Minister 
might have discouraged the B.M.A. by his earlier suggestion 
that it was doubtful whether any further composite packs 
could be provided. Mr. Vosper said he was sorry if he 
had done so. He was in communication with the B.M.A.. 
and they might have further suggestions to make. 


Strontium Levels 


Mrs. Joyce BuTLeR (Wood Green, Lab.) asked what was 
the latest available f.gure indicating the level of strontium 
in the bones of young children, and the amount by which 
this had increased since the figure for the level at Novem- 
ber, 1955, was published in the Medical Research Council’s 
Report of June, 1956. Mr. Vosper said that the average 
level of strontium-90 found during 1956 in the bones of 
young children in the United Kingdom was 0.67 units. The 
highest single level observed was 1.3 units, a level which 
did not differ significantly from the maximum of 1.2 units 
given in the report published by the Medical Research 
Council. Mrs. BuTLerR said that when the measurements 


*Additional allowances of £100 for professors, £80 for readers 
and senior lecturers, and £60 for others will be paid to pre- 
clinical and non-medical staffs of London University. 

tMay be increased to £3,100 in certain cases. ; 
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were taken only four H-bombs had been exploded. It was 
believed that now there had been 16. Measurements in the 
United States six months ago showed a high and rising level 
of strontium-90. Mr. Vosper said there had been little or 
no change during the year. The matter was under constant 
review. 
Leukaemia Deaths 

Mr. J. K. VAUGHAN-MorGAN, Parliamentary Secretary, 
Ministry of Health, informed Dr. BaRNeT Stross (Stoke-on- 
Trent, Central, Lab.) that in the years 1924, 1934, 1944, and 
1954 the numbers of children aged 5-10 who died of 
leukaemia or aleukaemia were 28, 57, 58, and 111 respec- 
tively. Dr. Stross asked if this rapid rise was paralleled in 
many other western European countries where diagnostic 
« rays were widely used. Was it true that x-ray diagnosis 
of expectant mothers was the most deplorable of all, and 
was responsible in part if not entirely for this increase ? 
Mr. VAUGHAN-MoRGAN pointed out that the death rate 
among adults had increased at a more rapid rate than 
among children. 


Medico-Legal 


TRIAL OF DR. J. BODKIN ADAMS 


The trial of Dr. John Bodkin Adams, aged 58, of East- 
bourne, opened before Mr. Justice Devlin at the Old Bailey 
on March 18. Dr. Adams is charged with the murder of 
a patient, an 8l-year-old widow named Mrs. Edith Alice 
Morrell, of Eastbourne, who died on November 17, 1950. 
He pleaded not guilty. 

Sir Reginald Manningham-Buller, Q.C., is appearing for the 
prosecution with Mr. Melford Stevenson, Q.C., and Mr. Malcolm 
Morris, Mr. Geoffrey Lawrence, Q.C., is appearing for Dr. 
Adams with Mr. Edward Clarke and Mr. John Heritage. The 
Medical Defence Union is acting for Dr. Adams. 


Sir Reginald Manningham-Buller, opening the case for the 
Crown, submitted that Dr. Adams killed Mrs. Morrell by 
the administration of drugs to her, and that the drugs were 
given to her with the intention of killing. He said that some 
time before her death Mrs. Morrell had had a stroke which 
left her left side paralysed. From 1949 onwards Dr. Adams 
was her doctor. He then referred to evidence that expert 
witnesses would give about the quantities of drugs prescribed 
to Mrs. Morrell by Dr. Adams. 


Fresh Will 

Mrs. Morrell had made a will on February 27, 1947, and 
the Attorney-General said that Mr. Sogno, her solicitor, 
would say that on October 25, 1947, she made another, fol- 
lowed by another and by a codicil. In none of these, he 
said, was there any bequest to Dr. Adams. On April 238, 
1949, when Mrs. Morrell was back in her home being nursed, 
and when she had been getting morphine and heroin for 
some months, Dr. Adams telephoned Mr. Sogno saying that 
Mrs. Morrell was extremely anxious about the contents of 
her will and wanted to see Mr. Sogno that day. Mr. Sogno 
went to see her and she made another will dated June 9, 
1949, in which she bequeathed to Dr. Adams an oak chest 
containing silver. On March 8, 1950, Dr. Adams called on 
Mr. Sogno and told him that Mrs. Morrell had promised 
to give him the Rolls-Royce in her will and that she now 
remembered that she had forgotten it. She desired to give 
him not only the Rolls-Royce but also the contents of a 
case of jewellery in the bank. Dr. Adams suggested that 
Mr. Sogno should prepare a codicil which should be 
executed and later destroyed if it did not meet with Mr. 
Morrell’s [the son's] approval. On July 19, 1950, Mrs. 
Morrell executed a codicil in her will leaving to Dr. Adams, 
if her son died before her, the house and all her personal - 
chattels. On August 5 she executed a fresh will leaving to 
him the oak chest containing the silver and, if her son 
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During winter months, 
your patients with 
chronic bronchitis can 
be kept up-and-about, 
free from distressing 
symptoms, by the 
prophylactic use of 


TEDRAL 


ADE MARK 


Active Principles : Theophylline 2 gr. (120 mg.); me ps hydrochloride 
i gr. (25 mg.); Fhenobarbitone 4 gr. (8 mg.). 


K. one tablet every four hours 


a WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4. 
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Recommendation without reservation 


IN THE transition from a milk diet to milk-plus- 
solids, the starchy portion of a baby’s diet is 
often increased at the expense of milk and the 
valuable proteins which milk contains. The ideal 
first cereal, therefore, should provide not just 
extra solids but solids in the form of first-class 
protein. 

To this end the vegetable protein of the oat 
flour in Trufood Cereal Food has been supple- 
mented by milk proteins and important mineral 


salts. In this way the total protein has been 
raised to 6.05 grammes per ounce or 21.4°,, and 
the casein and lactalbumin form a valuable 
complement to the biological value of the total 
protein. 

The Trufood Creameries and Laboratories are 
at Wrenbury in Cheshire. Full information on 
any Trufood product is available from Trufood 
Limited, 113 Newington Causeway, London, 
S.E£.1. 


TRUFOOD food 


A PRE-COOKED CEREAL FOOD ENRICHED WITH MILK PROTEINS 


TFD 


16 


| BRITISH MEDICAL JOURNAL 
¥ 
| 
§ 
a 
4 
| ( 3 
j 
t 
’ 
4 
x | 


Marcu 23, 1957 


predeceased her, the Rolls-Royce and an Elizabethan cup- 
board. On August 24 she executed a further will which was 
to the same effect so far as Dr. Adams was concerned. 


Morphine and Heroin 


The Attorney-General said that during November 7-10, 
1950, there was prescribed for Mrs. Morrell 224 gr. (1.5 g.) 
of morphine and 144 gr. (1 g.) of heroin. During November 
10-12 a further 18 gr. (1.2 g.) of morphine and 24} gr. 
(1.6 g.) of heroin were prescribed. Mrs. Morrell died in 
the early hours of November 13. The amount of morphine 
during November 7-10 was nearly double any previous 
prescription of morphine. The heroin prescribed in that 
period was the largest prescription up to that date. What. 
asked the Attorney-General, had happened to Mrs. Morrell 
necessitating this tremendous increase in a prescription of 
these dangerous drugs, heroin and morphine ? She was not 
in acute pain. The Crown submitted that Dr. Adams pre- 
scribed these quantities because he had decided that the 
time had come for Mrs. Morrell to die. 

After referring to hypodermic injections given to Mrs. 
Morrell by one of the nurses, the Attorney-General said 
that on November 13 Dr. Adams filled in a form to secure 
Mrs. Morrell’s cremation. In answering the question: 
“ Have you, as far as you are aware, any pecuniary interest 
in the death of the deceased ? " Dr. Adams's answer was: 
“Not as far as I am aware.” When Detective-Superin- 
tendent Hannam of Scotland Yard mentioned this to Dr. 
Adams, said the Attorney-General, Dr. Adams had replied: 
“ Oh, that was not done wickedly, God knows it was not ; 
we always want cremations to go off smoothly for the dear 
relatives.” At a later interview Dr. Adams was said to 
have told Superintendent Hannam: “ Poor soul, she was in 
terrible agony.” The Attorney-General said that Dr. Adams 
was saying that Mrs. Morrell was in terrible agony the day 
before her death, while the nurses would tell the court she 
had been comatose for days and had not been suffering real 
pain. 

There were four facts which the prosecution submitted 
would be conclusively established. The first was that Mrs. 
Morrell died after two large injections had been given on 
Dr. Adams’s instructions. The second was that she was 
then in a coma, suffering from spasms, and that this was 
indicative of a heavy dosage of heroin or morphine or 
both. The third was that Dr, Adams had said to Superin- 
tendent Hannam that there were no drugs left over when 
she died, and that, in relation to the final prescriptions, 
apart from a tablet or two, she had had all those because he 
had given them to her. The fourth was that no less than 
8 gr. (0.5 g.) of heroin was prescribed on November 8. 
and the jury would hear that the maximum quantity of 
heroin which should be prescribed in a period of 24 hours 
was gr. (16 mg.). 

On December 19, 1956, Dr. Adams was arrested at his 
house. When told that he would be charged with murder, 
he is alleged to have said: “ Murder,” and after a pause, 
“ Murder—can you prove it was murder?” And he added: 
“I didn’t think you could prove murder—she was dying in 
any event.” 

Witnesses for the Crown then began their evidence, 


Vital Statistics 


Tetanus in Hospital 


Investigations are still continuing into the five cases of 
tetanus at North Staffordshire Royal Infirmary, Stoke-on- 
Trent (Journal, March 16, p. 653). The incubation periods 
ranged from 5 to 8 days and all were seriously ill. Three 
of the cases were of such severity that it was necessary to 
resort to tracheotomy, curarization, and positive-pressure 
respiration. Two of these patients have since died, while the 
third is still alive after treatment with mechanical respiration. 
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The remaining two patients have been treated with deep 
sedation and postural drainage. The coroner's inquest has 
been adjourned until April 4. 


Week Ending March 9 
The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 837, 
whooping-cough 2,995, diphtheria 6, measles 24,837, acute 
pneumonia 755, acute poliomyelitis 33, dysentery 1,214, 
paratyphoid fever 7, and typhoid fever |}. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
(deaths for influenza) of certain diseases notified weekly in 
England and Wales (great towns for influenza). Highest and 
lowest figures reported in each week during the years 1948- 
56 (influenza 1952-6) are shown thus ; the figures 
for 1957 thus Except for the curves showing 
notifications in 1957, the graphs were prepared at the 
Department of Medical Statistics and Epidemiology, London 
School of Hygiene and Tropical Medicine. 
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Infectious Diseases 


The largest fluctuations in the number of notifications of 
infectious diseases in England and Wales during the week 
ending March 2 were decreases of 190 for whooping-cough, 
from 3,190 to 3,000, and 57 for scarlet fever, from 890 to 
833, and a rise of 1,743 for measles, from 21,317 to 23,060. 

The largest increases in the incidence of measles were 368 
in Kent, from 433 to 801, 259 in Yorkshire West Riding, 
from 1,429 to 1,688, 244 in Staffordshire, from 627 to 871, 
171 in Surrey, from 1,079 to 1,250, 157 in Cumberland, from 
413 to 570, 145 in Lincolnshire, from 269 to 414, and the 
only large decreases were 112 in Northumberland, from 
1,073 to 961, and 98 in Cornwall, from 169 to 71. The 
largest variation in the local returns of scarlet fever was a 
fall of 20 in Lancashire, from 130 to 110. The largest 
decreases in the incidence of whooping-cough were 50 in 
Durham, from 204 to 154, 44 in Kent, from 203 to 159, 
and 42 in Warwickshire, from 122 to 80. 7 cases of diph- 
theria were notified, being 5 more than in the preceding 
week ; 2 of the cases were notified in Plymouth C.B. 

3 cases of paratyphoid fever were notified in Lancashire, 
St. Helens C.B., and in Staffordshire, Kidsgrove U.D. 

30 cases of acute poliomyelitis were notified. These cases 
were 9 fewer for paralytic and the same for non-paralytic 
as in the preceding week. The largest returns were Hertford- 
shire 5 (Barnet U.D. 2), London 3 (Lewisham 2), Middlesex 
3, and Buckinghamshire 3. 

The number of notifications of dysentery, 1,291, were 5 
fewer than in the preceding week. The chief centres of 
infection were Lancashire 277 (Ashton under Lyne M.B. 54, 
Accrington M.B. 31, Stretford M.B. 25, Fylde R.D. 24, 
Urmston U.D. 23, Blackburn C.B. 19, Liverpool C.B. 18, 
Bolton C.B. 10), Yorkshire West Riding 245 (Rotherham 
C.B. 50, Leeds C.B. 38, Sheffield C.B. 36, Bradford C.B. 25, 
Dewsbury C.B. 16, York C.B. 16), London 85 (Woolwich 14 
and the remaining 7! cases were scattered through 22 
boroughs), Bedfordshire 77 (Luton M.B. 76), Warwickshire 
58 (Coventry C.B. 32, Birmingham C.B. 18), Nottingham- 
shire 56 (Nottingham C.B. 23, Arnold U.D. 12, Mansfield 
M.B. 11), Durham 55 (Blaydon U.D. 13, Gateshead C.B. 10), 
Northumberland 50 (Blyth M.B. 32, Newcastle upon Tyne 
C.B. 10), Staffordshire 44 (Kidsgrove U.D. 16, West Brom- 
wich C.B. 11), Middlesex 43 (Hayes and Harlington U.D. 18, 
Enfield M.B. 10), Surrey 33 (Surbiton M.B. 19), Essex 31 
(East Ham C.B. 18), Carmarthenshire 30 (Kidwelly M.B. 20), 
Yorkshire North Riding 27 (Middlesbrough C.B. 27), and 
Wiltshire 20 (Calne and Chippenham R.D. 13). 

In Scotland the number of notifications of dysentery, 398, 
was 16 less than in the preceding week. The largest returns 
were Glasgow 161, Edinburgh 73, Lanark county 35, Stirling 
county 29, and Aberdeen 20. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending March 2 
(No. 9) and corresponding week 1956. 

Figures of cases ate for the countries shown and London administrative 
county Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towms in Northern Ireland, 
and the 14 principal towns in Eire 

A blank space denotes disease not notifiable or no return available 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland. N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Departmem of Health of Eire 


5 95 
CASES 1957 1956 
and London 18/3 Sies 
Diphtheria 7 0 6 7 0 8 
Dysentery 1,291 8S 398 2] 1.752 281 142 60 
Encephalitis, acute 3 1 e i 0 0 
Enteric fever 
Typhoid ‘ 0 0 i 0 2 0 0 1 
Paratyphoid 10 0 0 0 s 1 
Food-poisoning 174] 25| 2 1s8 29 0 
Infective enteritis or 
diarrhoea under 
2 years ! 11 20 5 7 
Measles® .. 23,060 1876 565 446 340] 2.815 76 82 10 161 
Meningococcal in- 
fection 22 0 MW 4 1 40 6 21 1 a 
Ophthalmia neona- 
torum 28 1 6 0 2s 3 3 0 
Preumoniat 664 10 232 10 91 1.339 94 367 
Poliomyelitis, acute 14 1 
Paralytic 21 1) i 1 
Puerperal fever§ 222 0 237 4 4 2 
Scarlet fever 833 61 93 49 38) 841 45 92 41 
Tuberculosis : 
Respiratory 608 64 119 «#25 $93 62 151 10 
Non-respiratory 3 6 78 3 
Whooping-cough 3,000 132 372 4 70] 1,182 66 134 72 156 
1957 1956 
2 
Diphtheria , 0 0 0 0 1 0 0 0 0 0 
Dysentery 1 0 0 0 0 0 
Encephalitis, acute 0 0 0 0 
Enteric fever 0 0 0 0 0 0 0 
Infective enteritis or 
diarrhoea under 
2 years s 0 0 1 0 6 0 0 0 0 
Influenza 18 5 0 I 2 144 13 9 2 2 
Measles 0 0 0 Oo 0 0 0 0 
Meningococcal in- 
fection 0 0 2 0 
Pneumonia 325 44 % 13 6 804 119 #64 #14~«#'13 
Poliomyelitis, acute 1 0 0 i 0 0 
Scarlet fever 0 0 0 0 0 0 0 0 
Tuberculosis 
Respiratory SIL ! 2 
Non-respiratory j 66 1 0 21 0 0 ! 
Whooping-cough 0 0 2 0 I 1 0 0 0 0 
Deaths 0-1 year | 2291 31 35 9 10] 295 33 33 10 2 
Deaths (excluding 
stillbirths) 6.246 905 691 158 218] 9,199 1379 832 187 229 
LIVE BIRTHS 8,518 1223 9S1 215 426] 8,198 1221 991 230 338 
STILLBIRTHS 183 19 «#27 247 2% 29 


* Measles not notifiable in Scotland, whence returns are approximate, 
+ Includes primary and influenzal pnocumonia. 
§ Includes puerperal pyrexia. 
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Mydrochi 
Tetracycline wc . 
Crystalline 


CAPSULES 
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dispelling the element of doubt 


TODAY —with so many antibiotics available—it is always sound practice to 
specify AcHROMYCIN by name whenever true broad-spectrum activity is de- 
sired. In this way you are completely assured that the patient receives 
precisely the treatment you intend. Offered now in no less than fourteen 
presentations, ACHROMYCIN tetracycline is particularly widely used in capsule 
form. On every capsule appears the name Lederle—your finest assurance of 
consistent antibiotic potency and unfailing dependability. 


Capsules of 50 mg.—in vials of 25 and 100. Capsuies of 250 mg.—in vials of 16 and botties of 100 and 1000 


ACHROMYCIN 


*REGD, TRADE MARK TETRACYCLINE 


Also available in the following forms Ear Solution - intramuscular - intravenous - Ointment 3°, Ointment 
(Ophthaimic) 1°, - Ophthalmic Powder Sterilized - Oral Suspension - Liquid Pediatric Drops 
SPERSOIOS* Dispersibie Powder Soluble Tablets - Syrup Tablets Troches 


(Leder) LEDERLE LABORATORIES DIVISION 


Cyanamid oF GREAT BRITAIN LTD., London. 
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But there are other ways— 


In dealing with seborrhoea capitis 


yenisol and Sebigen offer the physician an 
effective and economical treatment for 
seborrhoea capitis. 

Simple seborrhoea 

can be brought under control by the weekly 
use of Genisol, which is applied in the manner 
of a shampoo. Geniso] has been formulated 
to remove the loose scales, at the same time 


stimulating the production of normal tissue: 


the inclusion of hexachlorophene prevents 
aggravation of the condition by bacterial 


invasion. 
Persistent seborrhoea capitis 
quickly responds to the combined treatment 
of Genisol-Sebigen. Sebigen should be rubbed 
into the scalp twice daily through numerous 
partings in the hair, followed by frequent 
applications of Genisol as directed. 


Genisol and Sebigen prescribable on E.C.10. 


Containing 
Purified tar fraction 


(Equivalent to crude coal tar) 2 


Hexachlorophene 


Soapless base 


Genatosan Limited, Loughborough, Leicestershire 


Pu ed ta actions 
(Equivalent t ru mal tar) 10 
Precipitated sulphur 
Salicylic acid B.P 2 


Oil in water base 
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Medical News 


Dame Dehra Parker.—The resignation of Dame DeHra 
PARKER, Minister of Health and Local Government in 
Northern Ireland, was announced or March 14. The resig- 
nation is on the grounds of ill-health. Dame Dehra Parker, 
who was a member of the original Parliament of Northern 
Ireland, has held office as Minister of Health and Local 
Government since 1949. She will remain an M.P., and will 
resume her parliamentary duties as soon as her health per- 
mits. At the time of going to press the name of the new 
Minister had not been announced. 


Mass Radiography in Glasgow.—The Glasgow mass radio- 
graphy campaign is meeting with great success. By the end 
of last week—the first of the campaign—142,000 persons 
over the age of 14 had been radiographed. The health 
department had set itself a target of 250,000 for the five 
weeks of the campaign—which if achieved would constitute 
“a world record ”—-but now hopes to reach this figure 
in two weeks. If this happens the campaign will neverthe- 
less continue for the full five weeks. The “ possible ” popu- 
lation for mass radiography in Glasgow is put at about 
800,000. 


Sims Commonwealth Professors—Professor M. L. 
ROSENHEIM, professor of medicine at University College 
Hospital Medical School, London, and Professor R. M. 
Janes, professor of surgery at Toronto University, have 
been appointed Sir Arthur Sims Commonwealth travelling 
professors for 1958. Professor Rosenheim is to visit 
Australia and New Zealand, Professor Janes parts of 
Africa. The appointments were made by the council of 
the Royal College of Surgeons of England at its meeting 
on March 14. 


“ British Medicine ” on New York City Radio.—The New 
York Academy of Medicine is running a series of weekly 
broadcasts on British Medicine. The series is being given 
in the Academy's postgraduate radio programme ™“ For 
Doctors Only ” which is broadcast by the city’s own wire- 
less station on a private wavelength. The programme is 
addressed to “the medical profession of Greater New York.” 
Recordings for the series were made in Britain by the B.B.C., 
and the following speakers contributed: Lord COHEN OF 
BIRKENHEAD on “Continued Education of the Doctor,” Sir 
Davip CAMPBELL on “ The General Medical Council,” Pro- 
fessor A. A. MoncrieFe on “ Paediatrics,” Sir CHARLES 
Dopps on “ Synthetic Oestrogens,” Mr. T. HOLMES SELLORS 
on “Cardiac Surgery,” Professor C. F. W. ILLINGWORTH on 
“Peptic Ulcer,” Professor J. McMicnaet on “ Digitalis 
Therapy,” Dr. J. J. R. Durie on “Cortisone and Rheu- 
matoid Arthritis,” Sir James PATERSON Ross on “ Vascular 
Surgery.” Professor L. J. Wirrs on “ Anaemia,” and Pro- 
fessor B. W. Winpeyver on “Surgery, Radiotherapy, and 
Chemotherapy of Advanced Malignant Disease.” Each 
contributor spoke for 20-30 minutes. The series began in 
February and will continue until the end of April. 


Mental Health Research Fund.—-The Fund's annual meet- 
ing was held at the Royal Society of Medicine on March 19. 
Mr. IAN HENDERSON, chairman cf the Fund, was able to 
record a year of satisfactory achievement, thanks largely to 
the “ very welcome priming of the pump” last year by the 
£75,000 grant, spread over six years, from the Ford Founda- 
tion. During the calendar year 1956 £25,110 was allocated 
in fellowships and grants, and applications for worth-while 
projects were stated to be increasing as the Fund became 
better known to research workers. After the report Sir 
FREDERICK ARMER, chairman of the Board of Control. 
addressed the meeting. The Fund, whose address is 39, Queen 
Anne Street, London, W.1, exists to stimulate public interest 
in the possibilities of research in the field of mental health. 
to attract qualified research workers into this field, and to 
provide money for research. 
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British Universities.-In the autumn term, 1956, there were 
13,035 students in the medical faculties of British Universi- 
ties. This is a small decline from previous years, and is 
matched by a similar though proportionately somewhat 
larger decline in the new entry to medicine. Out of a total 
student body of 88,701 in Britain that term, medicine claimed 
14.7% compared with arts 42.9%, pure science 21.9%, and 
technology 13.9°,. In 1938-9 medicine had 23.8% of the 
students, and in 1953-4 16.4%. Commenting on _ these 
figures, the University Grants Committee in its recent 
report University Development (an interim report on the 
years 1952 to 1956) states: “The trends which were in 
evidence five years ago have continued, science and techno- 
logy gaining at the expense of arts and medicine.” On 
the quality of university students the Committee writes: 
“In our last report we said that in general the proportion 
of outstandingly good and outstandingly weak students was 
lower, and of good second-class students was higher, than 
it was before the war. This remains the general position.” 

Public Health and Nuclear Radiations—On March 15 
Lord SatispuRyY opened an exhibition called “ Atoms and 
Health” at the Royal Society of Health's headquarters in 
London. The exhibition demonstrates the sources of nuclear 
radiation, both natural and artificial, and the steps the U.K 
Atomic Energy Authority is taking to protect the general 
public and workers in nuclear industry. The exhibition will 
remain open daily (Monday to Friday, 10 a.m. to 5 p.m.) 
until May 31 at 90, Buckingham Palace Road, London, 
S.W.1. 


London University—Iwo readers at the Postgraduate 
Medical School of London, Dr. J. V. Dace and Dr. T. 
RUSSELL Fraser, have had conferred on them the title of 
professor in the University of London. Dr. Dacie receives 
the title of professor of haematology; Dr. Russell Fraser 
the title of professor of clinical endocrinology. Both titles 
are in respect of their posts at the Postgraduate Medical 
School. Mr. J. D. S. Frew, dean of University College 
Hospital Medical School, and Mr. H. Davson, D.Sc., a 
member of the scientific staff of the Medical Research 
Council, have been made fellows of University College, 
London. 


R.C.P. and the Harveian Tercentenary—The Royal 
College of Physicians of London has announced its plans 
for the Harveian Tercentenary in June. The College's com- 
memoration will be from June 3 to 8, coinciding with the 
Tercentenary Congress (see British Medical Journal, Decem- 
ber 1, 1956, p. 1296). The principal events will be a 
memorial service at St. Paul’s Cathedral (12 noon, June 3); 
a reception at the College (8.30 p.m., June 4); four showings 
of a revised edition of the late Sir Thomas Lewis’s film 
illustrating experiments from Harvey's De Motu Cordis 
(5-5.45 p.m. on June 3, 5, 6, and 7); and an exhibition of 
Harvey's life and work (2-5 p.m., June 5; 10 a.m—5 p.m., 
June 6 and 7; 10 a.m-I p.m., June 8). Admission to the 
film and exhibition is free to all the College's fellows, 
members, and licentiates, and to members of the Ter- 
centenary Congress, 


Cardiovascular Research in Australasia—The Life Insur- 
ance Medical Research Fund of Australia and New 
Zealand invites applications for grants-in-aid to institutions 
and research fellowships. The Fund limits its support at 
present to research on cardiovascular function and disease. 
Fellowships for work in Australia or New Zealand are at 
the rate of £1,800-£2,000 a year, travelling fellowships at 
£2,000-£2,250 a year plus approved travelling expenses. Ap- 
plications should be submitted by July 1 to the medical 
director of the Fund (Dr. JoHn H. HALtipay), 87, Pitt Street, 
Sydney, New South Wales, from whom further details may 
be obtained. 


Guigoz Fellowship.—The International Children’s Centre 
invites applications for this year’s Guigoz fellowship for 
work on nutrition. The fellowship, valued at one million 
French francs, is endowed by the Guigoz Company (makers 
of dietetic products) to allow a nutritionist or physician to 
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But there are other ways— 


In dealing with seborrhoea capitis 


Genisol and Sebigen offer the physician an 
effective and economical treatment for 
seborrhoea capitis. 

Simple seborrhoea 

can be brought under control by the weekly 
use of Genisol, which is applied in the manner 
of a shampoo. Genisol] has been formulated 
to remove the loose scales, at the same time 
stimulating the production of normal tissue: 


Genisol and Sebigen prescribable on E.C.10. 


Containing 
Purified tar fractions 
(Equivalent to crude coal tar) 2 


Genisot Hexac hlorophene l Sebigen 


Soapless base 


the inclusicn of hexachlorophene prevents 
aggravation of the condition by bacterial 
invasion. 

Persistent seborrhoea capitis 
quickly responds to the combined treatment 
of Genisol-Sebigen. Sebigen should be rubbed 
into the scalp twice daily through numerous 
partings in the hair, followed by frequent 
applications of Genisol as directed. 


iffed tar fractions 


Pu 
(Equivalent to crude coal tar) 10 
Precipitated sulphur 
Salicylic acid B.P 

Oil in water base 


Genatosan Limited, Loughborough, Leicestershire 
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Medical News 


Dame Dehra Parker.—The resignation of Dame Denra 
PARKER, Minister of Health and Local Government in 
Northern Ireland, was announced on March 14. The resig- 
nation is on the grounds of ill-health, Dame Dehra Parker, 
who was a member of the original Parliament of Northern 
Ireland, has held office as Minister of Health and Local 
Government since 1949. She will remain an M.P., and will 
resume her parliamentary duties as soon as her health per- 
mits. At the time of going to press the name of the new 
Minister had not been announced. 


Mass Radiography in Glasgow.—The Glasgow mass radio- 
graphy campaign is meeting with great success. By the end 
of last week—the first of the campaign—142,000 persons 
over the age of 14 had been radiographed. The health 
department had set itself a target of 250,000 for the five 
weeks of the campaign—which if achieved would constitute 
“a world record”—but now hopes to reach this figure 
in two weeks. If this happens the campaign will neverthe- 
less continue for the full five weeks. The “ possible ” popu- 
lation for mass radiography in Glasgow is put at about 
800.000. 


Sims Commonwealth Professors.—Professor M. | 
ROSENHEIM, professor of medicine at University College 
Hospital Medical School, London, and Professor R. M. 
Janes, professor of surgery at Toronto University, have 
been appointed Sir Arthur Sims Commonwealth travelling 
professors for 1958. Professor Rosenheim is to visit 
Australia and New Zealand, Professor Janes parts of 
Africa. The appointments were made by the council of 
the Royal College of Surgeons of England at its meeting 
on March 14. 


“ British Medicine * on New York City Radio.—The New 
York Academy of Medicine is running a series of weekly 
broadcasts on British Medicine. The series is being given 
in the Academy's postgraduate radio programme “For 
Doctors Only” which is broadcast by the city’s own wire- 
less station on a private wavelength. The programme is 
addressed to “the medical profession of Greater New York.” 
Recordings for the series were made in Britain by the B.B.C., 
and the following speakers contributed: Lord COHEN OF 
BIRKENHEAD on “Continued Education of the Doctor,” Sir 
Davip CAMPBELL on “ The General Medical Council,” Pro- 
fessor A. A. MoncrigeFF on “ Paediatrics,” Sir CHARLES 
Dopps on “ Synthetic Oestrogens,” Mr. T. HOLMES SELLORS 
on “Cardiac Surgery,” Professor C. F. W. ILLINGWORTH on 
“Peptic Ulcer,” Professor J. McMicuaet on “ Digitalis 
Therapy,” Dr. J. J. R. DurHe on “Cortisone and Rheu- 
matoid Arthritis,” Sir James Parerson Ross on “ Vascular 
Surgery.” Professor L. J. Witts on “ Anaemia,” and Pro- 
fessor B. W. Winpeyer on “Surgery, Radiotherapy, and 
Chemotherapy of Advanced Malignant Disease.” Each 
contributor spoke for 20-30 minutes. The series began in 
February and will continue until the end of April. 


Mental Health Research Fund.—-The Fund's annual meet- 
ing was held at the Royal Society of Medicine on March 19. 
Mr. IAN HENDERSON, chairman of the Fund, was able to 
record a year of satisfactory achievement, thanks largely to 
the “ very welcome priming of the pump” last year by the 
£75,000 grant, spread over six years, from the Ford Founda- 
tion. During the calendar year 1956 £25,110 was allocated 
in fellowships and grants, and applications for worth-while 
projects were stated to be increasing as the Fund became 
better known to research workers. After the report Sir 
FREDERICK ARMER, chairman of the Board of Control, 
addressed the meeting. The Fund, whose address is 39, Queen 
Anne Street, London, W.1, exists to stimulate public interest 
in the possibilities of research in the field of mental health. 
to attract qualified research workers into this field, and to 
provide money for research. 
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British Universities.—In the autumn term, 1956, there were 
13,035 students in the medical faculties of British Universi- 
ties. This is a small decline from previous years, and is 
matched by a similar though proportionately somewhat 
larger decline in the new entry to medicine. Out of a total 
student body of 88,701 in Britain that term, medicine claimed 
14.7% compared with arts 42.9%, pure science 21.9%, and 
technology 13.9°,. In 1938-9 medicine had 23.8% of the 
students, and in 1953-4 16.4 Commenting on these 
figures, the University Grants Committee in its recent 
report University Development (an interim report on the 
years 1952 to 1956) states: “The trends which were in 
evidence five years ago have continued, science and techno- 
logy gaining at the expense of arts and medicine.” On 
the quality of university students the Committee writes: 
“In our last report we said that in general the proportion 
of outstandingly good and outstandingly weak students was 
lower, and of good second-class students was higher, than 
it was before the war. This remains the general position.” 

Public Health and Nuclear Radiations—On March 15 
Lord Satispury opened an exhibition called “ Atoms and 
Health™ at the Royal Society of Health’s headquarters in 
London. The exhibition demonstrates the sources of nuclear 
radiation, both natural and artificial, and the steps the U.K 
Atomic Energy Authority is taking to protect the general 
public and workers in nuclear industry. The exhibition will 
remain open daily (Monday to Friday, 10 a.m. to 5 p.m.) 
until May 31 at 90. Buckingham Palace Road, London, 
S.W.1. 


London University——Two readers at the Postgraduate 
Medical School of London, Dr. J. V. Dacre and Dr. T. 
RUSSELL Fraser, have had conferred on them the title of 
professor in the University of London. Dr. Dacie receives 
the title of professor of haematology; Dr. Russell Fraser 
the title of professor of clinical endocrinology. Both titles 
are in respect of their posts at the Postgraduate Medical 
School. Mr. J. D. S. Frew, dean of University College 
Hospital Medical School, and Mr. H. Davson, D.Sc., a 
member of the scientific staff of the Medical Research 
Council, have been made fellows of University College, 
London. 


R.C.P. and the Harveian Tercentenary.—The Royal 
College of Physicians of London has announced its plans 
for the Harveian Tercentenary in June. The College's com- 
memoration will be from June 3 to 8, coinciding with the 
Tercentenary Congress (see British Medical Journal, Decem- 
ber 1, 1956, p. 1296). The principal events will be a 
memorial service at St. Paul’s Cathedral (12 noon, June 3); 
a reception at the College (8.30 p.m., June 4) ; four showings 
of a revised edition of the late Sir Thomas Lewis's film 
illustrating experiments from Harvey's De Motu Cordis 
(5-5.45 p.m. on June 3, 5, 6, and 7); and an exhibition of 
Harvey's life and work (2-5 p.m., June 5; 10 a.m.-5 p.m., 
June 6 and 7; 10 a.m.-l p.m., June 8). Admission to the 
film and exhibition is free to all the College's fellows, 
members, and licentiates, and to members of the Ter- 
centenary Congress. 

Cardiovascular Research in Australasia—The Life Insur- 
ance Medical Research Fund of Australia and New 
Zealand invites applications for grants-in-aid to institutions 
and research fellowships. The Fund limits its support at 
present to research on cardiovascular function and disease. 
Fellowships for work in Australia or New Zealand are at 
the rate of £1,800-£2,000 a year, travelling fellowships at 
£2,000-£2,250 a year plus approved travelling expenses. Ap- 
plications should be submitted by July 1 to the medical 
director of the Fund (Dr. Jonn H. HALtipay), 87, Pitt Street, 
Sydney, New South Wales, from whom further details may 
be obtained. 

Guigoz Fellowship.—The International Children’s Centre 
invites applications for this year’s Guigoz fellowship for 
work on nutrition. The fellowship, valued at one million 
French frances, is endowed by the Guigoz Company (makers 
of dietetic products) to allow a nutritionist or physician to 
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spend a year in Paris in research on the nutrition otf infants 
and children Applications must be lodged by May 15. 
Further details may be obtained from the International 
Children’s Centre, Chateau de Longchamp, Bois de 
Boulogne, Paris 16 


Population Control in China.—Abortion and sterilization 
are now to be made legal in China, according to a report by 
the New China News Agency in London. This decision is 
said to have been taken “ with the greatest reluctance.” The 
agency was reporting an address by Madame Li TEH-CHUAN, 
the Minister of Health, made in Peking on March 7. She is 
quoted as saying that China’s population was now rising at 
a rate of 15 million a year. During the past year, she said, 
the health departments had made strenuous efforts to popu- 
larize birth control, but this work was far from enough. 


F.R.S, Edinburgh.—Among the new fellows of the Royal 
Society of Edinburgh announced this month are the follow- 
ing members of the medical profession: Dr. A. T. Doc, 
lecturer in industrial hygiene at the Universities of Aberdeen 
and St. Andrews ; Professor J. W. McLeop, F.R.S., emeritus 
professor of bacteriology at Leeds University; and Pro- 
fessor E. W. Watts, professor of anatomy at the Middlesex 
Hospital Medical School. 


Sir Howard Florey, F.R.S., professor of pathology at 
Oxford, is to receive the honorary degree of LL.D. of Edin- 
burgh University at a ceremony on July 5 


Dr. Hilary Koprowski, assistant director of viral and 
rickettsial research at the Lederle Laboratories of the Ameri- 
can Cyanamid Company, has been appointed director of the 
Wistar Institute, University of Pennsylvania. Dr. Koprowski 
will take up his new appointment on May 1. 


COMING EVENTS 


Multiple Sclerosis Society—Recital by Miss Murier 
Situ at Royal Festival Hall, March 31, at 3 p.m., to raise 
funds for the Society. 


Institute of Laryngology and Otology.—Demonstration on 
“Bone Structure and Bone Pathology” by Dr. H. A 
Sissons, April 1-12. Open to all medical practitioners. 


Indian Medical Association.—Annua! dinner and dance at 
the Cumberland Hotel, London, W.1, April 4, at 7.30 p.m. 
Details from Dr. C. R. Amin, 38, Newcomen Street, London, 
S.E.1 (Tel.: HOP 2024). 


United Hospitals’ Choir.—Mozart’s Requiem Mass at the 
Church of St. George-the-Martyr, Queen Square, London, 
W.C.1, April 4 at 8.30 p.m. Admission by programme, 
price 3s. 6d., at the door. 


Radioactive Isotopes in Medicine. British Council course 
in London and Sheffield for overseas medical practitioners, 
September 15-28, fee £44. Apply to the local representative 
of the British Council. 


NEW ISSUES 
Archives of Disease in Childhood.._The new issuc (Vol. 32. 


No. 161) is now availabic The contents include : 


Tae anp Treatment or Comptrre ANomatous PutmMonary 
Venous W. T. Mustard. 

Tue Operative oF THe Corsr. F. Rebbeio and H.-H. 
Wernicke 

oF THe Eric Goulston 

Reconsteuction ty Using CoLon. 
Charlies D. Sherman, jun.. and David Waterston. 

ABNORMALITIES IN Mrcontum OF THe Forrus aNp John L. 
Emery 

Mecontum anp Farcat tHe Newsoan. R. B. Zachary 

Serric tsabefia Forshal! 

INTRALUMINAL INTESTINAL CaLCTFICATION IN THE Newsoarn. P. P. Rickham. 

Tissue Cucrure as Posstate Arp in THe oF Cystic 
Hyaroma. John Grieve and John D. B. MacDougall. 

Emprysema tn Inpants. T. Y. Nelson 

Heanta. C. Marshall Lee, jun., and Helmut Mattheis. 

Curonoop. N. A. A. Myers 

Carcinoma In in Great Keith D. Roberts. 

TaraTmMent oF Portat tn Philip Sandblom and 
Carl-Axel Ekman 

Parorararc Soctertes iw tur Barrisu Isies 

Roos Reviews. 


Issued six times a year; annual subscription £3 3s.: single 
copy 12s. 6d. : obtainable from the Publishing Manager, B.M.A 
House, Tavistock Square, London, W.C.1. 
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SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @ 
Application should be made first to the institution concerned. 


Monday, March 25 
Cource or or EnNGianp.—S p.m., Ophthalmology 
Lecture by Professor Arnold Sorsby: Cycloplerics and Mydriatics. 


Tuesday, March 26 

InstiruTe oF pm., Dr. D. G. James: Sarcomdosis— 
The Present Position 

Liverroow UNIVERSITY At Physiology Lecture Theatre, 5.15 p.m., Pro- 
fessor B. Uvndis (Stockholm): Sympathetic \asodilator System 

Rovat Coutece oF SurGeons or ENGtanp.—S p.m.. Hunterian Lecture by 
Professor R. Cox: Management of Dysphagia Duc to Malignant vUsease 
of the Thoracic and Abdominal Ocsophagus 

Rovat Staristicat Society: Section.--At Keene Lecture Theatre 
2nd Floor, Westminster Medical School, S.W., 5.30 p.m., Mr. P. D 
Oldham Arterial Blood Pressure in Population Samples 

Sr. Grorce’s Mepicat Scnoor 5.30 p.m Thomas Young 
Lecture by Professor J. Z. Young. F.R.S.: Efferent Optic Nerve Fibres 
and the Crossing of the Visual Pathway Some Speculations on the 
Mechanism of Vision 

Wesr Enp Hosptrat POR NEUROLOGY AND NEUROSURGERY 5.30 p.m., 
Dr. T. Rowland Hill: ncuroiogical demonstration 


Wednesday, March 27 

RiRMINGHAM Menpicat INSTITUTE: Secrion OF p.m., Vale- 
dictory Address by Dr. May Pearce: Matrimonial Causes 

Mepicat Roval Empire Society, Northumber- 
land Avenuc, W.C., 8.15 p.m., Mr. Harold Dodd The Doctor as a 
Person 

Soctety oF Lonpow.—At 11, Chandos Street, W., 8.15 p.m 
Harveian Lecture by Sir Russell Brain, P.R.C.P.: Some Disorders of the 
Cerebral Circulation 

INSTITUTE OF DerMatoLocy.—§.30 pm., Dr. H. Haber: Specific and 
Foreign Body Granulomas 

Royat Instrrure of Pustic Heattu anp HyGiene 3.30 p.m.. Dr. E. Ann 
Mower White: Opportunities for Health Teaching in Schools 


Thursday, March 28 

BIOCHEMICAL SoOciETY At Department of Biochemistry, University College, 
Gower Street, W.C., 10 a.m., annual gcncral meeting 

Crhapwick Trust At Royal Society of Health, 5.30 pm.. Sir Harold 
Whittingham: Problems of Hygiene in Civil Aviation 

INSTITUTE OF DERMATOLOGY 5.30 p.m... Dr. B, Russell: (1) Tuberculosis 
of the Skin; (2) Sarcoidosis of the Skin 

Liverroot Mepicat INSTITUTION.--& p.m symposium Management of 
Coronary Thrombosis. Speakers, Dr. E. Noble Chamberlain, Dr. C. S 
McKendrick, and Dr. W. P. 

LONDON ASSOCIATION OF THE MEDICAL WOMEN'S Feprration At Common 
Room. Royal Free Hospital School of Medicine, 8.30 p.m., talk by 
Dr. Cicely Williams on her work with W.H.O 

Lonpon Jiwtsu Hosprrat Mepicat Society At Savoy Hotel, W.C., 
6.45 p.m.. annual dinner dance 

LONDON UNIVERSITY At St. Thomas's Hospital Medical School. S.E 
Sw pm special university lecture in pharmacology by Professor 
Uvnds (Stockholm): Mechanism of Histamine Release 

Rovat COLLeGr OF SURGEONS oF ENGLAND.—S p.m., Arris and Gale Lecture 
by Mr. D. Greer Walker: Facial Development 

Roya Hospitat.-2.45 p.m., clinical demonstration by Mr 
F. P. Fitzgerald: Some Common Fractures and Sprains 

West or Enctanp Heatta Group At Department of Child 
Health Lecture Theatre. Bristol Royal Hospital for Sick Children, 
8.30 p.m., Dr. R. Lightwood: Home Care of Sick Children. 


Friday, March 29 

or p.m., Dr. P. D. Samman: clinical 
demontration 

INSTITUTE OF Disfases OF THE CuesT.—S p.m., Dr. K. Robson: clinical 
demonstration 


Saturday, March 30 
Mepicat Soctrry Por THe StUpy oF Diseases At Royal Hos- 


pital, Shefficid, 2.15 p.m., Mr. St. Elmo Hall: Problems of a Mixed 
Community 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Ward Platt.-On March 6, 1957. to Patricia (formerly Frodsham), B.M.. 
B.Ch., D.C.H., and Walter Ward Platt, of 45, Hornby Lane, Liverpool, 
a daughter—Anne Heathcote 

On February 17, 1957. at Dudicy Road Hospital, Birmingham 
to Nancy, wife of L. J. Wolfson, F.F.A.R.CS., a third daughter 
Barbara Hilary 

DEATHS 


Allaa.—On March 6. 1957, in a nursing-home, Edinburgh, Marry Allan. 
M.B., Ch.B.. of 193, Mayfield Road, Edinburgh, late of Penane. Malaya 

Aspiaall...C0n January 20, 1957, Eric Charlies Aspinall, M.B.. of 
The Poplars, Erdington. Birmingham, aged 62 

Fotey.—On February 13, 1957, in Sydney. Australia. John Foley. MR.CS., 
L.RC.P.. of Dee Why, New South Wales 

Iredate.—On March 3, 1957, in hospital, Jabez Percival Iredale M.B., 
B.S.. of The Old Howse. Bushey Heath. Herts. aged 8&7 

Mennell.-On March 2. 1957. at bis home. “ Conrts of the Morning.” 
Rake, Liss. Hants, James Beaver Mennell, aged 77. 

Reid.—-On March 7, 1957, at 64. Capel Road, Forest Gate. London. E., 
Allan George Reid. W.C.. M.R.C.S.. L.R.C.P.. aged 84 

Ross.—On February 28. 1957, at 7. Cannon Street, Accrington. Lancs, 
Robert Stewart Ross. 4.C.. M.B.. B.Ch. 

On March 3. 1957, in Accra, Gold Coast, Kare! Sperber, 

O.B.E.. M.D.. aged 46 

Tivy.-On February 27, 1957. at Downend, Galmpton, Brixham, Devon. 
Cecil Brian Forsayeth Tivy. M.B.. M.Ch.. aged 76 

Wyltie.—-Oo February 24, 1957, at Highgate Street Lane, Leeds, Yorks, 
John Wyllie, M.B., Ch.B., J.P. 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Hair of the Dog 


Q.—An allergic reaction to dog hair has heen detected 
by skin tests in a patient with rhinitis. Must it be assumed 
that he is sensitive to all breeds of dog? Could he, for 
instance, keep a poodle, which is said to have a different 
type of hair from other breeds? 


A.—It is accepted that danders from various species of 
dogs possess qualitative antigenic differences. It cannot, 
therefore, be presumed that because a patient is sensitive to 
one breed of dog he is sensitive to all dogs. Skin-testing 
with the dander from individual species is advisable or even 
from individual dogs. It must also be remembered that a 
skin test oniy indicates the presence or absence of skin-sensi- 
tizing antibodies. For proof of clinical sensitivity there must 
be symptoms on contact with the dog and, in the absence of 
other allergens, freedom from attacks when removed from 
contact. 


Focal Sepsis and General Lll-health 


Q.—What is the current view of the importance of focal 
sepsis in accounting for general diseases and ill-health? Has 
the view that toxins from bacteria at the root of the teeth 
or in the bowel may exact a general baneful effect on the 
hody been completely exploded? If so, are the only argu- 
ments for attending to bad teeth local ones? 


A.—The final clause of this question is the most easily 
answered, and the answer to it is emphatically “ No.” 
Dental sepsis can cause bacteriaemia, which in a predis- 
posed patient may result in bacterial endocarditis. Hob- 
son’ goes so far as to say that he has never seen this 
infection in an edentulous patient. It is also a frequent 
source of lung abscess, the mode of spread probably being 
embolic: pulmonary actinomycosis may be assumed to 
originate in the same way. 

To pronounce judgment on the commonly held belief that 
“focal sepsis” can be the underlying cause of states of 
chronic ill-health, and in particular of chronic multiple 
arthritis and other painful or disabling conditions involv- 
ing joints or muscles, is much more difficult. It is more 
difficult still to confirm or deny that this may be the cause 
of some forms of insanity and other such obscure condi- 
tions. Although much less has been heard lately of this 
belief, there are doubtless practitioners at the present day 
who would support it by adducing histories of cures or 
alleviations by treating such foci surgically or otherwise. 
A rational judgment on a theoretical basis might be as fol- 
lows: Of evidence that bacterial toxins from the bowel, in 
the absence of intestinal lesions, can produce disease else- 
where there is none. Toxic absorption from any closed 
focus of sepsis can reasonably be supposed to be capable 
of causing degenerative changes elsewhere, but the focus in 
the only closed dental lesion, an “apical abscess,” is very 
small. In extensive gingivitis (pyorrhoea) the material swal- 
lowed might cause a gastritis, and other consequences could 
follow from that. That arthritis is the result of dental 
sepsis could only be proved by finding a micro-organism 
derived from the primary lesion in the joint itself: it is 
true that this is not often attempted, but there is almost 
no evidence that bacteria are ever present in such lesions. 
It can of course be assumed, although it cannot be proved, 
that the arthritis is an allergic response to bacterial pro- 
ducts. It is scarcely necessary to add that this field of 
medicine has been the happiest of all hunting-grounds for 


purveyors of vaccines made from harmless mouth and 
throat bacteria. If these vaccines have done any good, 
only the most credulous will believe their effect to have 
been specific. 
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Adrenal Apoplexy 


Q.—What treatment is advised for a suspected case of 
adrenal apoplexy under field conditions? How should a 
case be treated where full facilities are available, as in 
hospital ? 


A.—The essentials of treatment are to restore the depleted 
body stores of salt and water, combat hypoglycaemia, and 
provide the deficient adrenocortical steroids. In hospital 
500 ml. glucose in saline is infused intravenously over 2-4 
hours, and to this is added 200 mg. hydrocortisone (40 ml. of 
concentrate in 50% alcohol or as the hemisuccinate salt). 
During the next 2-4 hours 500 ml. physiological saline con- 
taining 100 mg. hydrocortisone is given. Thereafter 500 ml. 
dextrose in saline and 500 ml. saline, each containing 100 mg. 
hydrocortisone, are given alternately until a total of 2,500 ml. 
fluid has been infused in 24 hours. An intramuscular injec- 
tion of 5 mg. deoxycortone acetate in sesame oil is given as 
soon as the infusion has been started. If the blood pressure 
does not begin to rise after four hours 2-4 mg. noradrena- 
line is added to the infusion solution. Penicillin by intra- 
muscular injection is given twice daily in a dose of 500,000 
units procaine penicillin. Sedatives and morphine must on 
no account be given until 200 mg. hydrocortisone has entered 
the body. As soon as the patient can swallow and no longer 
vomits, cortisone is given by mouth in divided daily doses 
starting at 200-300 mg. and gradually reducing to 37.5- 
50 mg. 

The outcome will probably be unsatisfactory unless intra- 
venous treatment is possible. In these circumstances, if the 
patient is not vomiting, glucose and half-strength normal 
saline, flavoured with fruit juice, should be given by mouth, 
together with 100 mg. cortisone four-hourly until improve- 
ment occurs. Penicillin and deoxycortone acetate are given 
as described above, and 0.3-0.5 mg. phenylephrine hydro- 
chloride (“ neo-synephrine “) injected subcutaneously every 
one or two hours to maintain the systolic blood pressure 
over 90-100 mm. Hg. The underlying cause of the adrenal 
insufficiency should be treated with the most specific chemo- 
therapeutic or antibiotic agent available. 


Local Analgesics in Rhinolaryngology 


Q.—What is the maximum safe dosage of amethocaine 
hydrochloride for topical application in the nose and 
throat? I have recently had a fatality following the appli- 
cation of amethocaine flakes. Should the use of this drug 
in rhinolaryngology be abandoned in favour of some other 
local analgesic, and, if so, which is recommended ? 


A.—The toxicity of cocaine and other local analgesics 
varies considerably in different individuals, so that what 
may be a safe dose in one can cause rapid, severe, or even 
fatal collapse in another. The maximum safe dose depends 
not only on the above but on the rapidity of absorption by 
the mucous membrane of the respiratory tract and the 
gastric mucosa. Thus the pure substance, or concentrated 
solution, is very much more dangerous than the same total 
dose in a dilute solution applied over a prolonged period. 
Especially is this true of the synthetic analgesics, which are 
not vasoconstrictors. A safe topical application of ametho- 
caine hydrochloride would be 40 to 50 mg. But to make 
doubly safe it is wise to dilute the solution to 0.5%, to use 
only about 3 ml. at a time, and to allow five minutes to 
elapse between applications. Lignocaine hydrochloride is 
considered to have a higher margin of safety, and is there- 
fore preferred by some, but there is no need to abandon the 
use of amethocaine if used with due care. No local analgesic 
is devoid of fatal risk. 
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Albinism and Blindness 


Q.—A couple have two children, the first a blind albino 
and the second quite normal. There has been only one other 
albino in the family so far as is known, and he was the 
great-grandfather of these two children. What is the risk 
of further children being albinos 


A,—The risk of a further child being an albino ts very 
probably the 1-in-4 risk for conditions due to a recessive 
gene. The complete forms of albinism behave regularly as 
if due to a recessive gene The association with blindness, 
if the blindness is total in this child, is unusual. Albinism 
leads to a loss of the appreciation of form which intensifies 
the effects of any coincidental cause of poor vision such as 
refractive errors, but is not known to be associated with 
any form of blindness. 


Infra-red Apparatus 


Q.——What points should be looked for in assessing the 
value of the various types of infra-red apparatus the public 
can buy on medical prescription, and what technical data 
should one expect to be given by the manufacturers? What 
is the value of the domestic gas or electric fire as a simple 
home substitute for such apparatus? Is the infra-red bulb, 
such as is used by poultry keepers in rearing chicks, another 
possible inexpensive substitute ? 


A.--The following points should be looked for in assessing 
an infra-red apparatus for home use: The lamp should be 
stable so that there is no danger of it falling upon the patient. 
The element should have an output of not less than 500 watts 
and should be within a parabolic reflector. A guard should 
be fixed to the reflector to prevent accidental contact with 
the element. The apparatus should be adequately earthed. 
The manufacturers should state the output of the lamp at 
any given voltage. 

Domestic gas and electric fires are rich in infra-red rays 
and are an effective substitute. It is, however, usually diffi- 
cult to maintain a comfortable and relaxed position in front 
of such appliances while irradiating a small area of the 
body. The infra-red bulbs used by poultry keepers in rear- 
ing chicks have too small an output to be useful for thera- 


peutic purposes. 


Anaesthetizing the Eyelid 


Q.—What is the best way of anaesthetizing an eyelid for 
the removal of a meibomian cyst? 


A.—A preliminary drop of 4°, cocaine should be instilled 
into the eye, and then another drop after the lapse of two 
or three minutes. Then the affected eyelid should be injected 
with 4% novocain. An interval of two minutes should be 
allowed to elapse after the injection before the operation is 
started. There are, of course, various effective substitutes for 
cocaine and novocain. 


NOTES AND COMMENTS 


Threadworms.—Professor R. S. ILtinGworrn (Sheffield, 10) 
writes: | would be grateful if your expert writing on. thread- 
worms (“Any Questions?" February 23, p. 474) would (a) 
supply the evidence for the statement that “ heavily infected 
children may show some anaemia with loss of appetite and mal- 
nutrition,” (5) explain how the worms cause “. . . catarrhal 
inflammation’ by “mechanical irritation of the intestinal 
mucosa.” 


Our Experr replies: The statements that (a) “ heavily infected 
children may show some anaemia with loss of appetite and mal- 
nutrition and (5) “catarrhal inflammation may result from 
mechanical irritation on the intestinal mucosa " were taken from 
Textbook of Clinical Parasitology’ and Clinical Parasitology." 
Froehlich has observed by speculum haemorrhagic points on the 
rectal mucosa caused by the worms (cited in Brumpt's Précis de 
Parasitologie’). The statement (a) is supported by my own ob- 
servation of the symptoms shown by one of my children who 
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contracted a very heavy infection of Enterobius. The symptoms 
rapidly disappeared after appropriate anthelmintic treatment had 
been administered by my wife, without my knowledge and to 
my intense disgust, as | had hoped to use the case to carry out 
some further investigations on the biology of the parasite. With 
regard to statement (5), the worms are sometimes present in 
very large numbers. They live on the surface of the mucous 
membrane, and the associated catarrh is due presumably to their 
active wriggling movements. The worms have often been re- 
ported as the cause of “ appendicopathica " by French writers 
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Gustatory Sweating after Sympathectomy...Mr. Hersert 
Haxton, F.R.C.S. (Manchester, 13), writes: Your expert (* Any 
Questions ?"’ February 16, p. 416) appears to be unaware of 
my investigations of this phenomenon. I found that in all 
cases with gustatory sweating after sympathectomy the syndrome 
could be temporarily abolished by injections of local anaesthetic 
in the stellate ganglion, and, furthermore, thermoregulatory sweat- 
ing is not completely absent in the head and neck. Some degree 
of sympathetic activity is thus essential for the syndrome. It is. 
of course, a cholinergic phenomenon, but it seems likely that the 
acetylchdline is liberated at cutaneous sympathetic nerve end- 
ings. I am aware of no reliable evidence that parasympathetic 
nerve endings, such as are mentioned by your expert, exist in the 
skin. The only effective treatment for a severe case is removal 
of the stellate ganglion, or section of the cervical sympathetic 
chain, after preliminary injection of a local anaesthetic has con- 
firmed that the phenomenon can be abolished in this way 


REFERENCE 
' Haxton. H., Brain, 1948, 71. 16 


Our Expeerr replies: | was quite familiar with Mr, Haxton’s 
paper. Several excellent papers have been written on this sub- 
ject, much of the interest of which lies in the physiological puzzle 
which it presents and the uncertainty about its exact cause and 
treatment. Mr. Haxton stresses two points in his paper: (1) “in 
all cases . . . the syndrome could be temporarily abolished by 
injections of local anaesthetic "—in that case why does he con- 
sider it necessary to recommend preliminary injection of local 
anaesthetic before sympathectomy ? (2) In his letter Mr. Haxton 
writes: “In all cases . thermoregulatory sweating is not com- 
pletely absent,” but in his paper he says “ there is always absent 
or reduced thermoregulatory sweating.” Other workers (for 
example, Wilson') have also reported absence of thermoregula- 
tory sweating. Its presence (and by inference the presence of 
intact sympathetic fibres) is not essential for the syndrome, which 
could be produced by sprouting from other nerves. Recent work 
by Murray and Thompson® is interesting in this respect. It 
follows that no one can be dogmatic about the cause or treat- 
ment of the syndrome and that thorough investigation is neces- 
sary before embarking on surgical treatment 
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Books of “ Any Questions ? ” and Refresher Course Articles.— 
The following books are available through booksellers or from 
the Publishing Manager, B.M.A. House. Prices include postage. 
Any Questions ?, Volumes 2 and 3 (8s. each); Refresher Course 
for General Practitioners, Volumes 2 and 3 (26s. 6d. each inland. 
26s. overseas); Clinical Pathology in General Practice (22s. 3d. 
inland, 21s. 9d. overseas). 


All communications with regard to editorial business should be addressed 
to THE EDITOR, Mepicat Journat. B.M.A. House, Tavistock 
Souare, Lonpon, W.C.1 Tetervone: EUSTON 4499 TeELPGRAMS: 
Aitiology, Westcent, London. ORIGINAL ARTICLES AND LETTERS 
forwarded for publication are understood to be offered to the British 
Medical Journal alone unless the contrary be stated 

Authors desiring REPRINTS ‘should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs 
Authors overseas should indicate on MSS. if reprints are required, as 
proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement Director 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 
5 p.m.) Tecernone: EUSTON 4499. TeLecrams Britmedads. 
Westcent, London 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of 
the Association. EUSTON 4499. TeLrorams: Medisecra 
Westcent, London. 

B.M.A. Scorrisn Orrice: 7, Drumsheugh Gardens, Edinburgh 
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GENERAL MEDICAL SERVICES COMMITTEE 


REPORT TO SPECIAL CONFERENCE 


Members are asked to keep this Report, which contains 
matters which will be referred to Divisions. 


The General Medical Services Committee's report to the 
special conference of local medical committees to be held 
on April 30 to consider the remuneration claim has been 
sent to all local medical committees. 


History of Claim 

Recalling the history of the present remuneration claim 
on behalf of hospital medical staffs and general practitioners, 
the Committee emphasizes to its constituents that the reports 
of the two Spens Committees’ * are the foundation of the 
claim. The profession entered the Health Service in the 
belief that the Government's acceptance of the Spens recom- 
mendations would end the arguments that had taken place 
in the past over medical remuneration. 

That Governments of the day accepted the Spens Reports 
was amply proved by various ministerial statements from 
1946 onwards, the most recent being in a letter dated May 
22, 1950, from the Permanent Secretary of the Ministry of 
Health to the B.M.A. : 

The Minister agrees that the Spens Report remains the basis 
of the remuneration of general medical practitioners until such 
time as after the usual consultations some other basis is 
substituted. 

In spite of the Danckwerts award, which laid down a 
betterment factor appropriate to the year ending March, 
1951, the profession some five years later found its re- 
muneration was again substantially below the standards 
laid down in the Spens Reports. The Committee states in 
its report that it “ had been reluctant, in view of the national 
situation, to press its case, but by January, 1956, it felt 
compelled to seek an adjustment in remuneration to enable 
doctors to keep abreast of the steep and continuing rise in 
the cost of living since April, 1951.” The profession’s claim 
in its final form (see Supplement, July 28, 1956, p. 75) was 
submitted to the Minister of Health and Secretary of State 
for Scotland in June, 1956. It asked for an increase of not 
less than 24%. 


Moral and Contractual Obligation 


The G.M.S. Committee points out that the profession's 
Negotiating Committee, on the advice of Sir James Millard 
Tucker, Q.C., was doing no more than to seek the fulfilment 
of the Government's promises made to the profession when 

: Report of the Interdepartmental Committee on Remuneration 

H.M.S.O. 


of General Practitioners, 1946 
* Report of the Interdepartmental Remuner- 


ation of Consultants and Specialists, 1948 


it agreed to enter the National Health Service in 1948. In 
other words, the Negotiating Committee maintained that the 
Government not only had a moral obligation to the pro- 
fession but also an overriding contractual obligation on 
account of its acceptance of the Spens Reports. To this 
the Ministers replied in July that the Government could not 
accept the premises on which the claim was based. 

The Government took the view that “the remuneration 
of the medical profession, like that of others, niust be deter- 
mined from time to time in the light of all relevant circum- 
stances,” and “that in present circumstances it would not 
feel justified in giving consideration to any claim for a 
general increase in medical remuneration.” 

This reply was quite unacceptable, the G.M.S. Committee 
states in its report, for the country’s economic position over 
the period covered by the claim suggests that the Govern- 
ment could have advanced the same argument at any time. 
Against a background of substantial increases in many other 
fields, including the Civil Service, the answer was particu- 
larly unconvincing. It seemed that the Government was 
evading its obligations by maintaining that the very cause of 
the profession’s claim-——inflation—-had itself created a situa- 
tion which prevented even the merits of the case being 
considered. 

Legal Memorandum 

The Committee's report goes on to record discussions with 
the Minister of Health in August, in which he said that the 
Government took the view that the Spens Reports merely 
established a starting-point for entry into the Health Service 
and they did not entail the automatic and periodic adjust- 
ments envisaged by the profession. Nevertheless the Minister 
invited the Negotiating Committee to submit a supplemen- 
tary memorandum amplifying the legal aspects of its claim. 

This memorandum (see Supplement, November 3, 1956, 
p. 173) was sent to the Ministers in September. It pointed 
out that the terms of reference of the general-practitioner 
Spens Committee required it to pay due regard “ to the desir- 
ability of maintaining in the future [G.M.S. Committee's 
italics} the appropriate social and economic status of general 
medical practice and its power to attract a suitable type of 
recruit to the profession.” That the recommendations in the 
Spens Committee’s report were in fact framed with this 
intention is corroborated, in the opinion of the G.M.S. Com- 
mittee, in numerous parts of the Spens Report. It was also 
significant that on no occasion throughout the proceedings 
before Mr. Justice Danckwerts did the Government attempt 
to controvert the principle of periodic and continuing adjust- 
ment, and if further evidence was needed it could be found 
in the Ministry's own handbook, published in 1955, which 
states : 

The central pool is now calculated on the basis of the esti- 
mated net remuneration appropriate for general practitioners 
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in 1939 (as recommended by the Spens Committee in 1946) 
together with a betterment factor taking account of the changes 
in the value of money since that time. 

The Ministers’ answer to this memorandum was that the: 
were still of the opinion that no contractual obligation 
existed, but if the Negotiating Committee did not accept this 
view the matter could be tested in the courts. 

The Negotiating Committee replied that it had never 
illeged the existence of a contractual obligation which could 
be enforced by legal proceedings in the ordinary way. What, 
however, was vital to the profession's case was that the con- 
tractual obligation existed, whether or not it was enforceable 
in the courts, and that implicit in that obligation was the 
Government's moral obligation to give effect to the recom- 
mendations of the Spens Committees and to implement 
the promises which were made to the profession when it 
entered the National Health Service. 


Fruitless Discussions 

At a further meeting with the Negotiating Committee's 
representatives on January 4 the Minister repeated that, 
according to legal advice he had received, the Government 
was under no contractual obligation to the profession and 
the Spens recommendations did not require periodical adjust- 
ments of remuneration in the way that the Committee con- 
tended. As to the merits of the claim, he could not even 
begin to examine these in the present economic circum- 
stances of the country, since to do this, in his view, would 
start a “chain reaction” in other fields which would 
endanger the country’s financial stability. 

At the end of a fruitless discussion, in which the Negotiat- 
ing Committee's representatives emphasized that it was not 
merely a dispute about money but a crisis of confidence 
which went to the roots of the relations between the medical 
profession and the Government, the Minister invited the 
Committee's representatives to meet him again after he had 
given further thought to the problem and discussed it with 
his colleagues. 

The Negotiating Committee’s representatives met the new 
Minister of Health, Mr. D. Vosper, on February 20. Mr. 
Vosper reminded the deputation that his predecessor had 
made it quite clear that in present economic circumstances 
the Government could not consider the claim on its merits 
He pointed out that the economic position had not changed 
since January and therefore there could be no question of 
reversing the decision. He then said that the Government 
had decided that the time was opportune for a full review of 
medical remuneration through an independent inquiry which 
would take into account the position of the medical profes- 
sion in relation to other professional classes in the com- 
munity. Accordingly the Queen had approved that a Royal 
Commission should be appointed for this purpose. 


Attitude to Royal Commission 


This unilateral decision on the part of the Government 
was received, the G.M.S. Committee report states, with 
dismay and anger by the members of the deputation. “ The 
profession,” it declares, “ was confronted with a fait accompli 
which would precipitate the gravest crisis in the profession 
since the National Health Service began, and the Minister 
must be responsible for the consequences.” 

The report goes on to record that the Minister made it 
clear that the Government could not agree in advance to 
accept the recommendations of the Royal Commission. 
Indeed, he admitted that, if the Commission reported in 
the profession's favour and at the time of the report 
the economic position in the country had not improved, 
the Government would hold the same view as it did to-day. 
“In other words,” states the report, “the Government's 
attitude was that, despite increases given to other sections 
of the community and substantial increases in the cost of 
the N.HLS. itself, doctors must wait indefinitely for justice to 
be done.” Negotiations had been refused. 

Following this deadlock the Negotiating Committee 
requested its joint chairmen to send an immediate letter to 
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the Prime Minister asking that at this late hour the possi- 
bility of arbitration be considered. The Prime Minister 
replied and the letters were published (see Supplement, 
March 2, p. 100). 

Meanwhile, the G.M.S. Committee met on February 21 
and considered the implications of the Royal Commission. 
In its report to the special conference, the Committee states 
that the Government's decision meant that it had repudiated 
its promises to the profession when it entered the Service 
In other words, Spens, and all that it means to the pro- 
fession, was in danger of being lost and with it the basis of 
the Danckwerts award—a judicial interpretation of the Spens 
formulae, 

Resignation Advised 

The Government's decision meant that the adjustment of 
the present rates of remuneration, which are related to con- 
ditions obtaining in April, 1951, was to be postponed for an 
indefinite period. Even then there was no guarantee that 
any increase would be recommended, or, if recommended, 
accepted by the Government of that day. 

Above all, says the Committee, it meant that the profession 
could have no further trust in the Government. As recently 
as 1950 an assurance was given by the Ministry of Health 
that the Spens Report remains the basis of remuneration of 
general medical practitioners until such time as after the 
usual consultations some other basis is substituted. No such 
consultation had taken place. The Government, by its uni- 
lateral decision, had repudiated this promise, broken its con- 
tract, and committed a flagrant breach of faith.” 

The General Medical Services Committee goes on to 
report its decision that, unless the Government agreed to an 
immediate and satisfactory settlement of the profession's 
claim or agreed to refer the dispute to arbitration, general 
practitioners throughout the country should be advised to 
send in their resignations from the Service. 


Interim Adjustment 

The Prime Minister's letter in reply to that of the joint 
chairmen of the Negotiating Committee was the first indica- 
tion that the Government did not preclude some interim 
adjustment of doctors’ remuneration. The joint chairmen 
interviewed the Minister of Health on February 28, but the 
Minister could give no indication of what the interim 
adjustment might be, nor on what premises it could be 
based. He again stressed the Government's offer to make an 
immediate adjustment in the remuneration of junior hospital 
staff, up to and including the rank of senior registrar, and he 
hoped that discussions in Whitley Council would proceed 
without further delay. 

It appeared to the G.M.S. Committee that the Prime 
Minister's statement meant little more than an offer to make 
some interim adjustment in remuneration at a later date. 
but the Government was not prepared to commit itself on 
the amount of the adjustment, or its relationship to the main 
tenets of the profession’s claim. There was nothing to 
indicate that there was any possibility of an immediate and 
satisfactory settlement, nor that the claim would be sent to 
arbitration. 

Meeting on February 28 (see Supplement, March 9, p. 
105), the Council of the Association received a report of the 
action taken by the G.M.S. Committee. It endorsed the 
Committee's decision to convene a special conference and to 
recommend to that conference that, unless the Government 
agreed to an immediate and satisfactory settlement of the 
profession’s claim, or to arbitration, general practitioners 
would be advised to send in their resignations from the 
service. 

Terms of Reference 

In its report the G.M.S. Committee records the terms of 
reference of the Royal Commission as follows: 

To consider : 

(1) How the levels of professional remuneration from all 
sources now received by doctors and dentists taking any part 
in the National Health Service compare with the remuneration 
received by members of other professions, by other members 
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of the medical and dental professions, and by people engaged 
in connected occupations ; 

(2) What, in the light of the foregoing, should be the proper 
current levels of remuneration of such doctors and dentists by 
the National Health Service ; 

(3) Whether, and if so what, arrangements should be made 
to keep that remuneration under review. 


And to make recommendations. 


Commenting on these, the Committee gives an opinion by 
the Association's legal advisers 

(1) On these terms of reference there are three points of 
outstanding significance : 

(a) The Government have taken it upon themselves to pre- 
scribe and limit the considerations which the Royal Commis- 
sion should take into account instead of leaving it to the 
Commission to consider all the relevant factors. (6) The limi- 
tations which the Government have imposed will arbitrarily 
and drastically restrict the considerations which the Royal 
Commission are permitted to take into account. (c) The limi- 
tations are likely to be gravely detrimental to the future 
economic and social status of the medical profession if not 
of the professional classes generally. 

(2) As to the first point, it is sufficient to say that the 
Government, by themselves prescribing the considerations 
which are relevant to doctors’ remuneration, are prejudging 
the very issue which ought to be left to the Royal Commission 
to consider, The terms of reference, in order to be fair, clearly 
should have enabled the Royal Commission to take into ac- 
count all relevant factors. By depriving the Royal Commis- 
sion of the right to take into account all relevant factors, the 
Government are depriving the Royal Commission of the power 
to act in accordance with the principles of justice and are 
setting themselves up as a judge in their own cause. 

(3) The extent of the limitations which the terms of reference 
impose can be simply illustrated by comparing them with the 
terms of reference of the Spens Committees. Each of the Spens 
Committees was instructed to obtain whatever information 
and evidence it thought fit and to have regard to the desir- 
ability of maintaining the proper social and economic status 
of the type of medical practice with which the Committee was 
concerned, and the power of that type of practice to attract 
suitable recruits. The social and economic status of doctors 
should obviously be considered, not only in relation to other 
doctors, or other professions, or other persons employed in 
the National Health Service, but also in relation to farmers, 
business men, civil servants, and all the many other non- 
professional classes who form part of the social and economic 
structure in which the doctors have to live. In the wide field 
of comparison which ought to have been left open to the 
Royal Commission, the Royal Commission might well have 
come to the conclusion that some comparisons were more 
cogent than others: but those are matters which should have 
been left to the Royal Commission to consider for itself. 

(4) If one ignores for the moment the reference to “ con- 
nected occupations,” which cannot by itself have the effect 
of materiaNy widening the scope of the Commission's inquiries, 
it is obvious that the purpose of the terms of reference is to 
put the professions into a self-contained group and to exclude 
consideration of the relationship between that group and other 
sections of the community. If, therefore, the professions are 
losing ground in their social and economic status as a whole, 
these terms of reference are calculated to intensify that pro- 
cess by precluding an appeal to external standards. The pro- 
cess for which a precedent is here created could react most 
unfavourably on the terms of service of other professional 
men in public employment. 


Joint Chairmen Meet Prime Minister 

The joint chairmen of the Negotiating Committee, Sir 
Russell Brain and Dr. A. Talbot Rogers, met the Prime 
Minister on March 12. 

They pointed out to the Prime Minister that the terms of 
reference of the Royal Commission had been interpreted as 
excluding from consideration many factors which had been 
placed before the Spens Committees. The Prime Minister 
thought that this view was based on a misunderstanding, and 
agreed that an exchange of letters should remove doubts on 
their right interpretation. 

The joint chairmen reported that it was clear to them 
that the Government did not regard immediate arbitration 
as an appropriate method of settling the present claim. The 
Prime Minister told them that he hoped very much that the 
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Royal Commission would recommend a method of adjusting 
remuneration inside the Health Service for the future. 

The Prime Minister went on to say that the interim adjust- 
ment raised more complex issues than the immediate award 
to the junior hospital staffs. He was giving it his personal 
consideration, but could not commit himself at the moment 
to a date for the announcement of the Government's inten- 
tions. The joint chairmen stressed the desirability of these 
being made known in advance of the Special Conference ot 
Local Medical Committees in April. 


Repudiated Promises 


The G.M.S. Committee says in its report that the results 
of the meeting with the Prime Minister are disappointing 
and lead to no fundamental change in the situation. “The 
most that can be said is that, from stating that an interim 
adjustment was *‘ not precluded,’ the Prime Minister has now 
agreed to make a statement at some indefinite date in the 
future about the amount and method of carrying out the 
adjustment. 

“The Government's insistence upon still further delay 
before making any offer which might lead to a satisfactory 
settlement, coupled with the fact that the terms of reference 
of the Royal Commission are detrimental to the profession's 
interests, creates a very serious situation. Indeed, all the 
disastrous events of the past few months lead the Committee 
to the inevitable conclusion that the Government is deter- 
mined by the device of a Royal Commission to rid itself of 
the embarrassment of the Spens Reports and the Danckwerts 
award and to replace them by a new basis of remuneration 
less favourable to the profession. That this entails the 
repudiation of promises made in 1948 and again in 1950 
seems to have caused the Government no concern but has 
angered the profession to the point of resignation. The 
Government has refused to discuss the merits of the claim, 
refused to negotiate, and refused to arbitrate. The issue is 
now far more than one of money.” 

It is possible, says the Committee, that the Government 
will come forward with some kind of offer before the Special 
Conference meets on April 30, but it holds the view that 
the profession would be wise to examine any such offer in 
the light of the wider issue involved—namely, the Govern- 
ment’s clear and ultimate intention to discard the recom- 
mendations of the Spens Report and the Danckwerts award. 


Recommendations 
The Committee recommends to the special conference 
that: 

As there has been neither a satisfactory settlement of the 
profession's claim nor the submission of that claim to arbitra- 
tion (1) the resignations of all N.H.S. general practitioners be 
collected forthwith and held, and (2) the Committee's plan for 
a progressive withdrawal of general practitioners from the 
National Health Service (as outlined in the appendix) be put 
into effect until such time as a satisfactory settlement is 
achieved or the dispute is referred to arbitration. 


ORGANIZATION OF GENERAL PRACTICE 
IN EVENT OF RESIGNATION FROM 
SERVICE 


The following document has been sent to all local medical 
committees as an appendix to the G.M.S. Committee's 


report to the special conference. 


THE PLAN 
Progressive Withdrawal 


The British Medical Guild will take steps to obtain the 
resignations of all N.H.S. general practitioners. These resig- 
nations will be collected and held and put into effect initially 
in a number of selected areas. The number of selected areas 
will be progressively increased if the need arises. 

Practitioners in the areas selected—and in these only— 
will be asked to notify executive councils on July 2 of their 
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intention to withdraw from the Medical List from October 
2. They will not be asked to withdraw from the Obstetric 
List 

This means that from October 2, with the exception of 
maternity medical services, general practice under the 
National Health Service will cease in these areas. General 
practitioners will continue to treat their patients under the 
following arrangements 

During the month of October former N.H.S. patients 
will be treated privately but no private fees will be asked of 
them. The public will be informed that doctors in these 
areas are anxious to give the Government one last chance 
to honour the promises made to the profession when they 
entered the N.H.S. in 1948, and that they are doing every- 
thing possible to avoid a position in which their patients 
suffer financially. 

Nevertheless, if the Government still declines to agree to 
a satisfactory settlement or to arbitration it will be necessary 
after November 1 for general practitioners in those areas 
to charge their patients a standard token fee which it is 
recommended should be 


Ss. Od. a consultation ; 
7s. 6d. a visit 


Patients should be given receipts for these fees, and 
advised to take them to the nearest National Insurance office 
in order that the Government may have an opportunity of 
refunding the sums involved. Doctors will, of course, have 
discretion to waive or modify these fees in special cases such 
as old-age pensioners, and in rural areas it may be necessary 
to increase the fees in cases where excessive travelling is 
involved, or drugs are provided by the doctor These 
arrangements do not, of course, preclude the introduction of 
contributory schemes for medical treatment in areas where 
such arrangements may be practicable 

If a settlement is not reached within a reasonable time, 
general practitioners will be compelled to make full 
economic charges for their services. 


Provision of Drugs 

General practitioners who resign from the Service can no 
longer issue prescriptions on Form E.C.10 

They will, therefore, be advised to issue prescriptions on 
private forms for the duration of the emergency. 

It will be explained to the public that although the 
Government has broken its contract with the doctors it still 
has an obligation to the public. It is, therefore, for the 
Government to decide whether it will refuse to accept pre- 
scriptions issued in this way. 


Certification 
No National Insurance certificates will be issued. General 
practitioners will issue their own private certificate forms. 


Maternity Services 

It will be explained to the public that the profession is 
determined that no expectant mother will suffer in any way 
by the withdrawal of her doctor from the National Health 
Service. 

General practitioners in the selected areas will be advised 
not to resign from the Obstetric List, and all doctors will be 
advised to continue to provide maternity medical services, 
and to claim the appropriate fees from the executive council 
in the ordinary way. 


Financial Position of the Doctor 

General practitioners in the selected areas who resign 
from the Medical List will be given financial support, and 
their remuneration will be supplemented from the Defence 
Trusts in accordance with the amount of their last quarterly 
cheques from the executive council less the total amounts 
received from private practice and maternity fees. 

The Defence Trusts have agreed to use their reserves to 
provide the required financial supplement, but doctors in all 
areas are now being asked to agree to an additional levy of 
3d. per patient per quarter. This will be paid into a special 
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account and any balance not used will be repaid when the 
dispute is settled 

In this way all doctors will have an opportunity of con- 
tributing to the fight and of ensuring that resignations can be 
put into effect in an increasing number of areas. 


How the Plan will Work 

General practitioners in all areas will be asked to support 
the plan and be invited to give an undertaking that they 
would be prepared to send in their resignations to be held 
for use at any time if required to do so. With these con- 
ditional resignations in the Committee’s hands an early 
announcement will be made that a number of areas have 
been selected and that, after three months’ notice and with 
effect from October 2, N.H.S. general practice will cease in 
those areas. The identity of the areas will not be published 
until July 2. The Government will be informed of the 
overall figure of resignations held and that general practi- 
tioners in an increasing number of areas will be advised to 
tender their resignations should this prove necessary. In this 
way, large areas of the country will eventually be outside 
the N.H.S. and the doctors concerned will have their re- 
muneration supplemented from the Defence Trusts through 
its reserves and from contributions received from the other 
areas 

Compensation 

Hitherto, the interpretation placed on the N.H.S. Compen- 
sation Regulations by the Ministry has meant that compen- 
sation has been paid with little or no delay immediately a 
general practitioner's contract with the executive council 
is terminated. Even in cases where the Department have 
suspected that the doctor might re-enter the list in the not 
too distant future they have made the payment. Only if it 
is known at the time of application that a doctor is merely 
changing from one area to another has payment been 
withheld 

There is some reason to believe that the Government— 
during the emergency—might seek to withhold compensa- 
tion by drawing a distinction between retirement and 
temporary withdrawal from the Service. 

In the plan now recommended whereby the doctors con- 
cerned are given financial security, it is doubtful whether 
the payment of compensation is of great significance. 

Further information on this subject will be issued later, 
but for the time being general practitioners in the areas 
selected are advised nor to submit a claim for the immediate 
payment of any compensation due to them, 


Superannuation 

Those doctors in the selected areas who remain on the 
Obstetric List will retain their superannuation rights. In 
the case of other doctors, the position is that, if, during a 
temporary break in service, a doctor does not receive a 
refund of contributions and returns to superannuable 
employment within 12 months, his rights are secure and he 
continues from where he left off. 

It can, therefore, be said that so far as the present plan 
is concerned, doctors’ superannuation rights are completely 
safeguarded. 

Additional Safeguards 

The date of resignation in the first selected areas has been 
planned to ensure that the doctors concerned will have at 
that moment just received payment from the executive 
council for the preceding quarter. 

In addition, it is aimed to pay out the final settlement in 
respect of the financial year 1955-6 around this time. 

Doctors employed by local authorities and hospitals have 
given an assurance that they will refrain from any steps 
which might embarrass their general practitioner colleagues. 

Industrial medical officers will be asked to give a similar 
undertaking. 

Finally, doctors situated in the fringes of the selected 
areas will be asked to give an undertaking that they will 
not accept new patients from the selected areas on their 
lists, or to treat them as temporary residents under the 
N.HLS. for the duration of the emergency. 


— 


| 
d 
| | 
| 
| 


Marcu 23, 1957 


No Detriment Clause 


A number of difficulties will inevitably arise during the 
course of the emergency. 

No settlement with the Government will, therefore, be 
agreed unless it contains a general no detriment clause. 


Summary 

It is becoming increasingly clear that the Government will 
not yield unless the profession is not only firm in its inten- 
tions but also demonstrates beyond all doubt that it has a 
workable plan. 

The Committee is confident that the plan submitted is 
workable. 

It ensures a progressive withdrawal from the Service with 
financial support for the doctors concerned. It demonstrates 
that the profession has no intention of submitting itself to 
Government dictation, and is fully prepared to organize an 
alternative service until such time as it can be certain that 
the Government is prepared to fulfil its obligations. 

Full details about the number and method of selecting 
the areas to take part in the progressive withdrawal will be 
announced at the appropriate time. 


GENERAL MEDICAL SERVICES COMMITTEE 
EMERGENCY MEETING 


An emergency meeting of the General Medical Services 
Committee was held at B.M.A. House on March 14 in 
order to discuss the remuneration claim, and to decide on 
the advice to be given to the Special Conference to be called 
m April. 

Pointing out that basically he did not consider that the 
situation had changed at all since the previous meeting, the 
Chairman, Dr. A. Tatsor RocGers, said he proposed to 
speak fairly fully about the meeting which he and Sir Russell 
Brain had with the Prime Minister. 


Meeting With Prime Minister 

That the Prime Minister had agreed to see them in such a 
short time had given considerable satisfaction to the pro- 
fession, whatever may have been the outcome of the meet- 
ing. The fact that for the first time in the history of the 
negotiations it had been possible to go right to the head of 
the Government and to have an interview on a friendly and 
sympathetic basis, without any questions being barred or 
sidestepped, should not be discounted. 

They were also told that registrars and junior hospital 
staffs were to be offered 10° as from April 1, and that it 
would be offered immediately without going through the 
Whitley machinery. No objection was raised to that, said 
Dr. Rogers, because both Sir Russell Brain and himself took 
the view that if that limited group were to be given some 
much-needed relief, the sooner it received it the better, and 
the advantage of having a definite date on which it started 
was very considerable. They made it clear that the offer 
was regarded as being without prejudice to the future claim 
on behalf of the whole profession. It was probable that in 
any correspondence there might be between the Joint Con- 
sultants Committee and the Ministry, that would be put in 
black and white. 

The Prime Minister was left without any doubt that the 
special conference would be called in April and would be 
advised by the Committee what course of action it should 
take. There was no suggestion that the Prime Minister's 
offer of an interim settlement was in any way going to 
influence the Committee in calling the profession together 
to discuss the whole situation, and to advise strong action 
unless their rightful demands were settled. 

The Chairman took the view that the emphasis had shifted 
a little, for three weeks earlier Mr. Vosper, the Minister, said 
that he was not in favour of any arbitration or interim 
settlement, but the Prime Minister had taken the matter a 
stage further by saying that an interim settlement was not 
precluded. It was true that it was vague and did not go 
very far, because it was not known when and how it would 
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happen ; but at least it was something positive rather than 
negative. The Prime Minister was seized of the necessity 
for the Committee to know something more before the April 
conference, and Dr. Rogers hoped that the Government 
were in no doubt of the need for not delaying the matter 
indefinitely. 

“| do not see anything in the discussion we had with the 
Prime Minister that in any way suggests to me that I should 
say to you that you should delay or alter your plans,” con- 
unued the Chairman. 


Exchange of Views 

The Chairman said that it was an unhurried meeting. The 
Prime Minister was accompanied by Mr. Vosper and one 
of his private secretaries. There were no civil servants 
present. 

Sir Russell Brain and he had put forward the oft-stated 
views of the profession that it came into the Service on the 
basis of Spens, and had believed, until resistance was en- 
countered the previous year, that Spens provided a yard- 
stick on which claims for changes in remuneration could be 
based. Sir Russell Brain brought in many of the arguments, 
and the Chairman said that he had taken the line that it 
seemed particularly unfair on the profession because patience 
and restraint had been exercised, and they had not ceme 
torward, as might well have been the case after the Danck- 
werts award, to the Government of the day, year by year, 
and said, “ This year we need another 3% or 4% to catch 
up with the inflation which is taking place.” The Prime 
Minister said he believed that if it had been possible year 
by year to make an adjustment it might have been easier 
to do so. That, of course, overlooked the fact that when 
Mr. Macleod was Minister the profession would have been 
unlikely to get that year-by-year adjustment. 

The Prime Minister pointed to the economic position. Every- 
thing possible was being done to stop inflation getting worse. 
He went on to say of the Spens agreement that it could not 
be regarded as something akin to the Tablets of the Lord 
brought down from the mountain and valid for ever and a 
day. Dr. Rogers said that his reply to the Prime Minister 
was that the profession was composed of reasonable people, 
and it was realized that it might be necessary to re-adapt an 
agreement from time to time after ten years in the light of 
circumstances. He also pointed out that, until the Royal 
Commission had sat and until a different form of remunera- 
tion had been negotiated, if it were found necessary, there 
was still reason to hold to Spens, and the position was not 
altered even although, it was agreed, in any inflationary 
period it was difficult for any government to pin its obliga- 
tions for ever. 

The opportunity then arose, continued the Chairman, to 
speak about the terms of reference of the Royal Com- 
mission, and to point out that they had given rise to a 
great deal of disquiet in the profession. They were too 
restricted and prejudged the issue before the Commission 
started. The Joint Chairmen stressed the fact that they 
felt that, before any arbitration or Commission could decide 
upon what was right and proper so far as amounts of re- 
muneration were concerned, all the different factors which 
made the profession of medicine very different from other 
professions had to be taken into consideration. In parti- 
cular they mentioned the length of time of the doctor's train- 
ing, the length of time it took the young doctor to establish 
himself after training, the hours he worked, and so forth, 
and expressed the view that many of those factors were not 
admissible under the present terms of reference of the Royal 
Commission. 

The Prime Minister replied that he believed that all the 
points mentioned, together with others mentioned after- 
wards, such as the change in the value of money and the 
validity of the Spens Report, could be brought before the 
Royal Commission. It was pointed out to him that if that 
were the case it was not clear to the profession; and the 
Prime Minister, realizing that those fears were real ones, 
said he was willing for there to be an exchange of letters 
between himself, Sir Russell Brain, and the Chairman in 
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which there would be set out as fully as desirable all the 
poimts on which it was considered important to be certain 
that evidence could be given by the profession. If those 
points were admissible, he would say so in writing, and 
would do that with the full knowledge of the Chairman ot 
the Royal Commission. That would materially alter the 
amount and type of evidence which the profession might 
be able to give to the Royal Commission, 


Public Health Service 


The Chairman said that the main discussion then really 
concluded, but one matter of vital importance came out, 
which he confirmed later by direct question to Sir John 
Hawton. It was not intended that the remuneration of any 
doctors employed in the Public Health Service should be 
considered by the Royal Commission. The only way in 
which that particular group of doctors would come in 
would be as one of the comparable professions, but not as 
one of the professions whose remuneration the Commission 
was set up to consider. That, said Dr. Rogers, would be a 
great disappointment to public health colleagues, who had 
hoped that their remuneration and future would have been 
discussed with the remainder of the profession and not as 
a separate group. It was felt, however, that the inclusion 
of the public health practitioners’ remuneration would bring 
with it the necessity for so much more discussion and the 
calling of so much more evidence from other sources that 
it would inevitably delay the work of the Commission quite 
considerably > 

Finally, the Chairman said he gained the impression from 
the Prime Minister that, although he was trying to hurry 
the Commission, it was unlikely that the Commission's 
work would take less than nine months or possibly a year. 

Dr. A. Brown asked whether in fact the Association or 
the General Medical Services Committee had yet decided to 
give evidence. The CHAIRMAN replied that no decision had 
been taken whether evidence would be given or not. 

Dr. S. Wanp, Chairman of Council, said he desired to 
know whether a Commission appointed by Her Majesty had 
necessarily to have regard to an exchange of letters which 
were not contained in the terms of reference. He raised the 
point because it was reported in the press on March 12 
that Mr. Vosper, in a written reply, stated that the Royal 
Commission would normally be concerned with levels of 
remuneration and not with methods as such. Whether or 
not questions such as that referred to were within its terms 
of reference must rest with the Commission itself to decide. 

In reply, the CHARMAN suggested that Mr. Vosper’s 
written reply was something prepared in advance. Mr. 
Vosper had been present when the question was raised, and 
neither he nor the Prime Minister seemed to see any con- 
stitutional difficulty in the particular amplification of the 
interpretation of the terms of reference. As he had under- 
stood the Prime Minister, Mr. Macmillan said that if the 
profession would submit its letter he would consider it in 
consultation with the Chairman of the Commission and his 
reply would be made known to the Chairman of the Com- 
mission, That being so, one would have thought that it 
would be adhered to by the Chairman when advising his 
Commission on what evidence it was able to hear. 

Replying to Dr. B. Carpew, the CHAIRMAN Said that Mr 
Vosper had agreed that the whole of the Spens arrange- 
ment was something pertinent to be put in the letters. 

Dr. W. G. Harpinc asked whether, in view of the state- 
ment contained in the terms of reference of the Royal 
Commission that all doctors taking any part in the National 
Health Service should be considered, the point had been 
taken up with the Prime Minister 

The CHAIRMAN, in reply. said that he saw Sir John 
Hawton and asked him whether the public health doctors 
were going to be brought in, and he replied that he thought 
that the terms of reference had been framed to exclude 
them. The Chairman pointed out that surely the terms 
of reference brought in a high proportion of public health 
officers, to which Sir John replied that it must have been 
an error. 
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Dr. W. G. Harpine said that those engaged on the public 
health side considered themselves to be doctors. “ We told 
you that a week or two ago in our statement of support,” 
he added. “and we would deplore it if we were to be 
sacrificed on the altar of expediency.” 


Interim Payment 

Dr. F. Gray suggested that there was nothing which 
altered the decision that had already been taken, and asked 
whether a statement could not be made to the effect that the 
profession was going ahead. 

Dr. H. Guy Da said it would appear that the Joint 
Chairmen had come back from their interview with the 
Prime Minister without an answer to the question when the 
interim payment would come on and how much it would be. 

The CHAIRMAN, in reply, said that the Prime Minister 
had sidestepped them. It was simple to say straight awa) 
that the junior hospital staff should have a 10%, increase, but 
the position of the remainder of the profession was more 
complicated than that. There had to be further study of it. 
When the Prime Minister was pressed on when that would 
be he left little doubt that it would not be before April, but 
he would not be tied to a definite date. All he would say 
was, “I shall make a further statement in due course.” 

It was a fair inference to draw, said the Chairman, that. 
having fixed 10%, for the group which the Prime Minister 
had all along said was in most need, it was unlikely that 
he would be thinking in terms of a larger percentage when 
it came to the remainder of the profession. 

Dr. A. Macrae said that the Prime Minister, when asked 
in the House whether the terms of reference were sufficiently 
comprehensive, replied that he thought they were, but that 
if they were not he would have to do something about it. 

Dr. F. M. Rose asked whether the Prime Minister gave 
any indication whether, if there were an interim settlement, 
it would be applied to any particular section of general 
practitioners, or whether it would be coupled with any con- 
ditions in connexion with distribution. 

The CHAIRMAN replied in the negative 

Dr. O. C. Carter recalled the Chairman's opening words 
that there was little or no change since the last meeting. 
and said that in his view there was a profound change in 
the political and economic climate of the country. “I have 
a feeling.” he continued, “ that it may affect the attitude of 
the public towards us unless great care is taken to see that 
we are not lumped in with engineers and others.” 

There were two main interests. One was the immediate 
interest of those doctors who were finding it difficult to 
carry on at their present level of remuneration, and the 
second, and more serious, interest was the future of medi- 
cine, “TI should like to be certain that there is no possibility 
of selling our heritage for a mess of pottage.” said Dr. 
Carter. “ I should be in favour of informing the Govern- 
ment that, although we have no control over its action in 
appointing a Royal Commission, we are not particularly 
interested in it because we have an agreement about the 
methods of fixing the remuneration of doctors.” It would 
be a difficult situation if the profession had to disown 
the Commission's findings, and it would be better from the 
beginning for the profession to dissociate itself from it and 
not give evidence before it. 

The CHAIRMAN said it would seem that the Committee had 
decided that no fundamental change had taken place, and 
that it had to go forward with its own preparations. 
(Agreed.) 


Recommendations to Conference 


The Committee then went on to discuss action to be 
taken, and the recommendations that it would make to the 
special conference of local medical committees on April 
30. A summary of the Committee’s report to the con- 
ference, together with its recommendations and the proposed 
plan for the organization of general practice in the event of 
withdrawal from the Service, appear in the opening pages 
of the Supplement. 
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PUBLIC HEALTH COMMITTEE 
EMERGENCY MEETING 

An emergency meeting of the Association's Public Health 
Committee is being held on March 22. The chairman, Dr. 
J. B. TiLLey, called the meeting to discuss the Government’s 
intention that the remuneration of public health medical 
officers should not be considered by the Royal Commission. 
This intention had been confirmed by Sir John Hawton, 
Permanent Secretary to the Ministry of Health, in answer 
to a question from Dr. A. T. Rogers, joint chairman of the 
Negotiating Committee, as reported at page 128 in this 
Supplement in the proceedings of the G.M.S. Committee. 
Dr. W. G. Harding, representing the Public Health Com- 
mittee on the G.M.S. Committee, protested that doctors in 
the public health service considered themselves doctors, and 
he told the Committee that they would deplore being separ- 
ated from their colleagues. 


Scottish News 


TOUR OF DENMARK FOR SCOTTISH 
DOCTORS 


Doctors in Scotland who are interested in joining the party 
being formed by the Scottish Committee in response to the 
Danish Institute's invitation to visit Denmark from August 24 
to September 6 should communicate with the Scottish Secre- 
tary, British Medical Association, 7, Drumsheugh Gardens, 
Edinburgh, 3. The tour will include visits to hospitals, 
universities, medical departments and institutes, etc., and 
sightseeing. The cost will be approximately £44, including 
travel Newcastle-Copenhagen—Newcastle and hotel accom- 
modation. 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Doctors or Technicians ? 

Sirk,—As diagnosis should precede treatment, so appre- 
ciation of a situation should precede action. Friends of 
mine who know the new Minister of Health intimately agree 
in assuring me that he is entirely honest and anxious to do 
the right thing, the sort of man who might be expected to 
appreciate the doctors’ claim even if he could not quite 
agree with it. It is therefore important to realize that our 
claim has been dealt with almost entirely by the Prime 
Minister. This suggests that wider issues are involved than 
the medical implications of the Spens agreement. What 
are they ? I attempt a diagnosis without judging the validity 
of the political issues. 

The Prime Minister is known rightly to regard the halting 
of inflation as of paramount importance. He also—prob- 
ably rightly from the material point of view—considers that 
the future of the country depends on developing its scientific 
resources. As a business man he aims at technical efficiency, 
though he does not strike one as an expert on personnel 
management. With these aims, how does he view the doctors’ 
case ? Quite simply he is likely to view them as making a 
large demand on the type of intellectual capacity and scien- 
tific training that he is anxious to canalize into technical 
engineering. From the national point of view he is con- 
cerned that medicine, as a whole, should not be so attractive 
or well paid that, in order to compete with it, the salaries 
of his new engineers and technicians would have to be raised 
too high, for this would be immensely inflationary. This I 
think explains the setting up of the Royal Commission, as 
I held well before its terms of reference were known. 

This view is, I think, confirmed by the composition of 
the Royal Commission just announced, ali of whom are 
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eminent and most respected people. The chairman is an 
industrialist in a technically advanced industry. Professor 
Jewkes is an economist who pulls no punches and whose 
diagnoses delight from their clarity even when they fail to 
please from their conclusions. Mrs. Baxter can be expected 
to look on medicine as one of a number of competing 
employments. Mr. Bonham-Carter, as a former personnel 
manager, may have a better idea of personnel and public 
relations than this Government has shown hitherto. Mr. 
Gunlake, the actuary, will estimate the long-term results 
of any increase in doctors’ remuneration at least as much as 
the present implications of Spens—-and so one might go 
through the list. The net result seems to be a business 
committee to assess the financial result of doctors’ pay 
without any bunkum about professional standards or tradi- 
tions, for, with the exception of Sir David Hughes Parry, a 
professor of law, members of any profession are strikingly 
absent from the Royal Commission. 

This, I take it, is the situation we have to face, and if 
we do not realize it our tactics will be wrong, for we shall 
be attacking the wrong targets. This letter is too long already 
to suggest what our action should be, though it is clear that 
to succeed we must present our claims in terms of national 
and not sectional interest. The example of the shipbuilding 
dispute warns us that to “ strike ” simply in defence of Spens 
is not the way to win popular support or professional suc- 
cess. The world has changed much in recent years, and we 
must adapt ourselves to it. 

I very much fear that the Royal Commission is so con- 
stituted as to imply a “ technical ” report—i.e., that hospital 
staff should become a sort of elite, like engineers, and general 
practitioners be looked on as humbler technicians and paid 
accordingly. This is what Mr. Bevan thought and planned 
for, and we are accustomed to seeing Conservatives becom- 
ing more Socialist than the Socialists. But I think that in 
the long run this view will be disastrous to the health of the 
nation, for, though I have profound respect for our academic 
brethren, life has to be lived and medicine practised in every- 
day life, and a good G.P. needs at least as much skill and a 
lot more nous than most of those who teach in the wards. 
Man is still a person, an individual, and the future of medi- 
cine lies in the integration and not the fragmentation of 
those who practise it. The National Health Service ought 
to work to this end, and it is a thousand pities that the 
Prime Minister should have decided to review medical and 
dental remuneration mainly from the technicological angle 
and not in the wider context of the whole national health, 
on which, finally, all economic progress depends. 

As I said at the beginning, this letter is only an attempt 
to assess the situation. It does not affect my belief in the 
moral validity of Spens until some other basis is reached by 
agreement and not dictation. I think this could only be 
reached in a full review of the working of the National 
Health Service, and I am sure that it would pay the Govern- 
ment and the public to undertake this.—I am, etec., 


Winsford, Cheshire W. N. Leak. 


Reform of Health Service 


Sir.—From the correspondence in your columns it is be- 
coming increasingly clear that the profession is as worried 
about the structure of the N.H.S. as about the problem of 
remuneration. It will therefore be of interest to your many 
readers who advocate reform of the Service to know that 
the Fellowship for Freedom in Medicine has under con- 
sideration an entirely new plan which it intends to publish 
within the next few weeks. In addition to embodying many 
of the suggestions made by your correspondents, this plan 
will greatly reduce the control of the medical profession by 
the Government, and it will save the Exchequer a very 
substantial sum. When the plan is published there will 
probably be criticisms of points of detail, but we hope the 
principles upon which it is founded will commend them- 
selves to the profession, and will form the basis of a 
reformed N.H.S. in which we can work contentedly. 
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The present Service has shown so many glaring defects 
that it will have to be drastically altered soon—only the 
almost unlimited good will of the profession has kept it going 
ull now The appointment of the Royal Commission with 
such restricted terms of reference can serve no useful pur- 
pose The amount of remuneration is only one of many 
things that are wrong with the existing Service: this parti- 
cular item cannot be taken out from the rest, looked at, and 
reported on, as if it were separated from the structure and 
the working of the Service in general. 

Meanwhile the Fellowship condemns as strongly as anyone 
the Government's action in breaking a moral and contractual 
obligation for the sake of financial expediency. We have 
been shown more clearly than ever before the dangers of a 
great profession placing itself so firmly in the clutches of 
the politicians and why it is imperative that the doctors 
escape from State domination.—I am, etc.., 

E. C. WARNER, 

London, W.1 Honorary Secretary. 

Fellowship for Freedom in Medicine 


Sirk,As the son of a G.P. I had a glimpse of a noble 
profession as it should be practised, and my ambition was, 
from infancy, to enter it. This I achieved in 1950, only to 
find in the interim the picture had changed. Now that | 
have attained years of discretion and some experience in 
several districts, more than one country, and in at least 
two branches of the Health Service I would like to voice 
the opinions which I had no opportunity to form or express 
before my future was ordained for me. 

The present undignified wrangle is but a symptom of a 
disease contracted in 1948, and even the symptom is is- 
interpreted by the general public and some doctors. To 
get back to basic essentials, we took an oath on graduation 
to serve mankind in the form of our patients. There was no 
mention of a middle man to accept a premium from those 
who receive the service and then disburse these funds to 
those who provide it, in the process regulating how, where, 
and to what extent this service will be rendered. A minority 
of the profession are paid a salary to preserve the health 
of the members of an industrial or a governmental com- 
munity such as the armed Forces, and to that extent they are 
“employed.” But that does not apply to the profession 
as a whole. The community is in fact its true employers, 
appointing and paying both ourselves and the Government 
who have usurped our patients’ authority. 

I admit the justice of our present claim and we have 
probably gone too far to change our main goal, but surely 
everyone can see that a change in government or even a 
reshuffle will necessitate a repeat performance within the 
next few years, Spens and Danckwerts notwithstanding. Let 
the Royal Commission then sit by all means, but make sure 
that it deals, not primarily with the remuneration issue but 
with complete reform of the structure of the National 
Health Service. In fact, the Royal Commission is a step in 
the right direction in so far as it represents the people of 
the country rather than the Government. Does a shop- 
keeper negotiate his prices, his place of business, or his 
selling methods with anyone but those who buy his wares ? 

The man in the street will still want his free medical 
care, and the improvident among us will not take out a 
voluntary insurance policy to guard against the eventuality 
of illness. Apart from employers deducting premiums from 
wages, which is a return to compulsion, the only alternative 
is a scheme similar to that in operation in Australia with which 
I have had a fleeting acquaintance. As I understood it the 
Government paid a subsidy of approximately 45%, of the cost 
of hospitalization, and provided all life-saving drugs free, 
including insulin, antibiotics, cortisone, etc. This was avail- 
able to everyone without charge or means test, although 
these hospitalization costs were calculated on the cost of a 
bed in a public ward. Intermediate and private bed extras 
were met by the patient. At least another 45% of in- 
patient treatment costs could be met by joining a medical 
insurance organization, one of which was run by the B.M.A., 
or at least closely connected with the Australian Association. 
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Private bed extras could be met by paying a slightly higher 
premium. These ranged from Is. 6d. to 3s. 6d. per week 
roughly, and covered a man and his family for almost all 
medical expenses, including general practitioner, consultant, 
and ancillary services. In addition the Government chipped 
in for these latter costs if the patient was a member of such 
an insurance fund. 

Among the advantages of the Australian scheme are the 
following. The patient passes money direct to the person 
who renders the service and then claims from the insurance 
company. He realizes there is a financial obligation on 
his part and that medical attention is not just something 
to be turned on like a tap. The insurance company deals 
with the patient only ; there is no one between the patient 
and his medical attendant. Doctors can raise their fees when 
necessity arises without reference to any higher authority. 

That is an outline of a scheme I saw working with all 
participants reasonably content. I strongly urge the B.M.A. 
to approach our antipodean colleagues for full details, and 
with these in hand ascertain the reaction of the major 
insurance companies. Let the Royal Commission proceed 
and make sure that the whole issue and the alternative plans 
are placed before it as eloquently and forcefully as pos- 
sible.—I am, etc., 

Edinburgh, 9 T. F. SANDEMAN. 


Woman Consultant for Women’s Hospital 

Sir,-You kindly published a letter (Supplement, February 
9, p. 62) from four male practitioners, telling of an appeal 
by the Southern Hospitals Group Board of Management to 
the Secretary of State for Scotland against the decision of 
the Regional Hospital Board to group the vacancies for a 
consultant physician in four hospitals in Edinburgh into 
one appointment. The letter gave reasons why it is thought 
that two of the hospitals should continue to have a woman 
physician, as this is what the patients obviously want, and 
pointed out that this not only expressed the view of the 
Southern Hospitals Group Board of Management but had 
the support of the regional consultants and specialists 
committee, the local medical committee (representing the 
men and women general practitioners of Edinburgh), the 
Medical Women’s Federation, the Edinburgh Association of 
University Women, the Soroptimist Club, Co-operative 
Women’s Guilds, Townswomen’s Guilds, and many other 
bodies. To ascertain the opinion of the general public a 
petition to the Secretary of State for Scotland was started 
and was signed in the course of a few weeks by 28,000 
people, representing men-and women from all walks of 
life. 

The reply from the Secretary of State for Scotland (Sup- 
plement, March 16, p. 116) was unsatisfactory, and it implies 
that those who are pressing for a woman to be appointed 
at the two women’s hospitals are prepared to have a woman 
at any cost, whether her experience and qualifications were 
suitable or not. This cannot be contradicted too strongly ; 
the women doctors themselves have always recognized 
the necessity for holding the highest qualifications and 
experience. 

Having worked for an international women’s association, 
I have had the opportunity of stating with pride that in 
our country not only do we have equal pay but, on the 
whole, we have also equal opportunities—more equal, | 
believe, than in any other country. We cannot but be aware, 
however, that there are still occasions when the woman 
has to have definitely higher qualifications to be successful 
in obtaining an appointment. In this case, if the vacancies 
in the four hospitals are put together, two of the hospitals 
will never have had a woman physician on their staff. This 
fact, together with the knowledge that the male applicants 
will greatly outnumber the female, makes one feel that the 
scales will be seriously weighted against a woman being 
appointed. It is for these reasons that such an enormous 
and important body of opinion, both professional and lay, 
ig supporting the Southern Hospitals Group Board of Man- 
agement in the stand it is making.—I am, etc., 

London, N.W.8 JaNeT K. AITKEN. 
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Sir.—I refer to the recent decision of the Secretary of 
State for Scotland “ not to interfere ” with the South-eastern 
Regional Board’s proposal to combine the consultant physi- 
cian charges at the four hospitals of the Southern Hospitals 
group in Edinburgh into one appointment (Supplement, 
March 16, p. 116): by which proposal the two women’s hos- 
pitals of the group (Bruntsfield Hospital and Elsie Inglis 
Maternity Hospital) may lose their traditional character of 
being women’s hospitals staffed entirely by women, the pro- 
posed new appointment being open to a consultant of either 

When a governmental body makes an unpopular decision 
and adheres to that decision in the face of popular protest, 
one usually finds that the desires or needs of one section of 
the community are sacrificed to satisfy the desires or needs 
of the country as a whole. There is, however, no such 
justification for the Secretary of State for Scotland's recent 
decision to refuse the appeal of the Southern Hospitals 
Group Board against the Regional Board’s proposal. Indeed. 
in the face of the widespread, vigorous, and unanimous 
public protest expressed in this region it seems hard to under- 
stand what reason could be advanced sufficiently overwhelm- 
ingly for this appeal to be refused. Since the Regional! 
Board’s announcement was made there has not been a single 
expression of public opinion in its favour. 

I, as a general practitioner, make use of every single hos- 
pital in Edinburgh, and I, for one, would be very sorry to 
see Bruntsfield and Elsie Inglis Hospitals lose their present 
character, or indeed the other hospitals of the group, the 
Deaconess and Longmore Hospitals. To me, one of the 
greatest assets of all four hospitals as at present staffed is 
that one knows one’s patients will really be seen by the 
consultant to whom one sends them. The combination of 
all the medical consultant work at the four hospitals into 
one single charge will, it is said, enable a better service to 
be offered. In my view this would be both difficult and 
unlikely. Uniformity leads more often to mediocrity than 
to the heights of achievement (how many examples of this 
could one quote), and the chief sufferers would be the public, 
who, after all, pay for their hospitals and whose voices 
should not go unheard.—I am, etc., 

Edinburgh, 7. P. M. M. Orr PATERSON. 


Value of Obstetric Lists 


Sir.—As the G.P. stands so much at the cross-roads, one 
is prompted to ask if any real value is placed upon the 
appointment of a practitioner to an executive council's 
obstetric list other than financial. My reason for raising 
this query is that I felt recently that I would like to prepare 
myself to sit for one of the lesser diplomas in obstetrics, 
having been on the special obstetric list for some nine 
years, the object being to stimulate study and keep abreast 
with modern trends. To my surprise I was informed that 
my nine years’ service on the special obstetric list was of 
no import and that I was required to have held a resident 
appointment in obstetrics for six months. Now, as | quali- 
fied during the war and went into the Forces almost im- 
mediately, I am excluded from sitting for what I take to be 
a great stimulus to an obstetrician practitioner. But the 
more important question, beyond my natural disappoint- 
ment, is the fact that the bodies who make these awards 
count more reliance on a six months’ resident appointment 
than years of service on an obstetric list with all its many 
and difficult implications. This being so, one must ask, is 
there any reai need for a special list and if so just where 
in the academic field must it be placed ?—I am, etc., 

Shipley, Yorks J. A. Frais. 


Present Crisis 


Sir,—While listening to the views of Mr. Frank Cousins 
(“ Any Questions ? ", B.B.C.) I wondered if any approach, 
official or unofficial, had been made to the trade union 
movement in our present impasse ? Even the moral support 
of such a large organization would, I feel, be of great 
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benefit to us at the present time, and its views of and support 
for the alternative scheme would be of value to us in our 
relationship with the public when such a scheme came 
into Operation.—I am, etc., 


Dalry, Ayrshire. W. M. WILSON. 


Remuneration Claim 


Sir,—-Dr. R. R. Charlwood (Supplement, March 16, p. 119) 
is, | am sure, quite right in believing that there are many 
young G.P.s who, thinking along much the same lines as he 
does, have not the slightest intention of withdrawing from 
the Health Service on the issue of the 24%, pay claim. The 
Government has, it appears to me, behaved very badly in 
refusing arbitration, and it is tempting to try to teach it a 
lesson ; the fact remains, however, that there are aspects of 
the structure of the Health Service which are far more 
damaging to the practice of. good medicine than the lowered 
incomes of the doctors who work in it. The most serious 
are, perhaps, the involvement of the Service in day-to-day 
politics, and the fact that the doctor who puts money into 
improving the efficiency of his practice suffers for it finan- 
cially. (The settlement of the present claim would not solve 
this problem, to which it is irrelevant.) I would be willing 
to contemplate resignation, and even to see my patients 
suffer some temporary hardship as a consequence, if there 
were any question of a better Health Service emerging from 
the upheaval. But to resign on the narrow issues of the 
present claim seems to me neither good ethics nor good 
sense.--I am, etc., 

Biddenden, Kent 


J. E. C. Tower. 


Sir.—In your leading article (Journal, March 9, p. 569) 
vou say that “no one is so conscious of the present defects 
of the N.H.S. as those doctors working in it ; and the greatest 
of all defects is the intervention of the party politician be- 
tween patient and doctor.” I think this statement needs e oes 
clarification, so that the medical profession and the general 
public may know what this intervention is and how it acts 
adversely. 

You then go on to say: “ Unfortunately there is no other 
way of bringing home to public and Parliament the present 
profound distrust of the profession with its employer than 
by action such as that recommended.” As far as one can 
see, action is contemplated at the present time purely on the 
request for more remuneration.—I am, etc., 

G. L. BrRockLenurst. 


Margate 


Sir,—It is most devoutly to be hoped that our negotiators 
will not be put off by Mr. Macmillan’s hint of an interim 
rise of pay. It may well be merely a trick to ensure further 
delay. I would earnestly suggest that two well-tried sayings 
be borne in mind, one, perchance influencing the Prime 
Minister—namely, “ Divide and rule "—and the other that 
will, I hope, influence our own people—* Once bitten, twice 
shy.”"—I am, etc., 


Thame, O.:on 


C. H. BARBER. 


Sir,—I am a practitioner with a list a little below the 
average, and the question of increased remuneration is 
becoming one of urgent necessity. It is, however, of para- 
mount importance that our negotiators should make per- 
fectly clear precisely what they hope to achieve. There 
has been much talk of Spens and a percentage increase but 
not one word about how the additional money is to be 
distributed. If it is an increase in the capitation fee which 
is envisaged, then I am certainly not prepared to join in a 
mass resignation. Such an award would be a retrograde 
step and would merely increase the inequity which is 
inherent in the present distribution of the pool. 

The total amount of the pool includes a sum for practice 
expenses, and this is distributed as a proportion of the 
capitation fee. Thus a practitioner with a list of 3,000 
receives three times as much as one with a list of 1,000. 
Since most practice expenses are basic and do not vary 
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with the size of the list except, perhaps, petrol consumption, 
it is clear that practices with a large list are overpaid and 
that those with a small list are underpaid. There would 
be some relief of hardship if practice expenses were paid 
direct, even at a flat rate and the balance as capitation fees 
This could be done now without any increase in the total 
remuneration while we await the findings of the Roval 
Commission.-I am, ete., 


Edinburgh, 10 D. S. Cownie. 


Acknowledgment of Applications 


Sin,—The following cyclostyled circular from the secre- 
tary of a group hospital management committee was received 
by my house-surgeon in acknowledgment of his application 
for a house-physician job: 

“With reference to your application for the post of house- 
physician | will let you know in due course if you are required for 
interview.” 

Such an abrupt circular is becoming all too frequent as 
the sole response many candidates get for their trouble. Per- 
sonally I would have expected a more courteous reply, even 
if the application had been for that of a lavatory attendant, 
but no doubt such is the status of the profession to-day that 
doctors can no longer expect even perfunctory thanks for 
the tendering of their services.—I am, etc., 


Carmarthen A. Henry MILLARD. 


Improving Maternity Care 


Str,—The memorandum of evidence of the Royal College 
of Midwives (Supplement, March 2, p. 100) stated sound, 
but incomplete, views. I am equally certain that to raise 
the standard of hospital maternity care all hospital practi- 
tioners should be required to have periodic postgraduate 
experience of domiciliary midwifery under the supervision 
of suitable general-practitioner obstetricians 

From the reports of patients and personal observations it 
seems that in some maternity hospitals the technical aspect 
of midwifery may be quite satisfactory. Unfortunately, 
however, the treatment on the humanitarian side can only 
too often be described as primitive. I am sure a two-way 
exchange is a more sensible and satisfactory answer to our 
mutual desire to improve all aspects of midwifery.—I am, 
etc., 

Birmingham, 26. J. D. Lacon. 


Royal Commission and Public Health Doctors 


Sir,—Although public health medical officers are not 
parties to the present remuneration claim, they are well 
represented on the Negotiating Committee with a watching 
brief. Their public announcement of whole-hearted support 
(Supplement, March 2, p. 100) was well received both by the 
Negotiating Committee and the General Medical Services 
Committee 

At the meeting with the Minister on February 20 it was 
made plain to us that the Royal Commission would cover 
the public health service. Mr. Vosper, the Minister, said: 
“We hope it will go wider to include doctors in local 
authority employment and the dental profession.” In ad- 
dressing the G.M.S. Committee (p. 97) next day, Dr. Talbot 
Rogers referred to this extension of the remit to the Royal 
Commission. In my own report of the proceedings at the 
Ministry I said that apart from the offer to junior hospital 
officers the only satisfactory thing was that public health 
officers would be considered in the constellation of medicine 
and not in the constellation of N.A.L.G.O. 

While there is no doubt that this extension of the remit 
would be a delaying factor, nevertheless the later report of 
the meeting between the Prime Minister and Joint Chairmen 
shows further evidence of confused thought and indecision 
on the part of the Government, as public health officers will 
no longer be the concern of the Commission.—I am, etc.. 


Walsall A. B. Davies. 
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BRITISH MEDICAL GUILD 
Meetings to be Held 


KINGSTON-ON-THAMES.—At the Griffin Hotel, Market Place, 
Kingston-on-Thames, Tuesday, March 26, 8 for 8.30 p.m 


Association Notices 


SPECIAL REPRESENTATIVE MEETING 
Notice is hereby given that on the requisition of the Council 
a Special Representative Meeting of the British Medical 
Association will be held in the Great Hall, B.M.A. House, 
Tavistock Square, London, W.C.1, on Wednesday, May 1, 
1957, at 10 a.m. The business of the meeting is to con- 
sider a report and a recommendation of the Council con- 
cerning the further action to be taken by the Association 
in the present dispute with the Government on medical 
remuneration. 

A. MACRAE, 


By Order of the Chairman of 
Secretary. 


the Representative Body. 


AREAS OF BARNET AND WEST 
HERTFORDSHIRE DIVISIONS 
Notice is hereby given by the Council to all concerned that 
as from the date of this notice the area of the Civil Parish 
of Elstree is transferred from the West Hertfordshire Divi- 
sion to the Barnet Division. A. MACRAE. 
Secretary. 


Diary of Central Meetings 


MARCH 
27 Wed. Council, 10 a.m. 
29° ri. Assistants and Young Practitioners Subcom- 


mittee, G.M.S. Committee, 2 p.m. 


APRIL 
9 Tues. Conference of Advisory Councils on Occupa- 
tional Health, 12 noon. 


Branch and Division Meetings to be Held 


Baru, Brisrot, anp Somerser Brancu.—At Royal United 
Hospital, Bath, Wednesday, March 27, 8.30 p.m., meeting. Dr. 
H. Yellowlees: “ Command Performances.’ 

BourneMoutH Division.—At Board Room, Royal Victoria 
Hospital, Boscombe, Friday, March 29, 8.15 p.m., meeting. 
Address by Mr. H. J. B. Atkins: “ Research into the Virus 
Aetiology of Cancer.” 

Dartrorp Division.—At Black Prince Hotel, Bexley, Wednes- 
day, March 27, 8 p.m., annual dance for members, their wives, 
and guests. 

Dunpee BrancH.—At Queen's Hotel, Nethergate. Dundee, 
Friday, March 29, 8.45 p.m., joint meeting with East of Scotland 
Branch, Pharmaceutical Society. Lecture and films by Dr. 
J. J. F. Merry: “ Cortisone and Derivatives.” 

Easrsourne Diviston.—At Princess Alice Memorial Hospital, 
Eastbourne, Friday, March 29, 8.30 p.m., meeting. 

Lancaster Dtviston.—At King’s Arms Hotel, Lancaster, 
Tuesday, March 26, 8.30 p.m., general meeting. 

Mip-Essex Drviston.—At Council Chamber, County Hall. 
Chelmsford, Wednesday, March 27, 8.15 p.m., meeting. Guest 
speaker, Sir Heneage Ogilvie: “* Problem of the Education of 
the Public on Cancer.” 

Norra Wates Brancn.—At Powis Hall, University College, 
Bangor, Saturday, March 30. 3 p.m., spring meeting. Symposium 
on Toxaemia of Pregnancy by the staff of St. David's Hospital, 
Bangor 

Sr. Hetens Division.—At Providence Hospital, Wednesday, 
March 27, 8.30 p.m., annual general meeting. 

ScarBsorouGH Drviston.—At Board Room, Scarborough Hos- 
pital, Thursday, March 28, 8.30 p.m., annual general meeting. 

SoutTHampTon Drviston.—-At Royal South Hants Hospital, 
Wednesday, March 27, 8.30 p.m., special meeting. 

SoutH Beprorosuire Division.—At Warden Tavern, Luton, 
Friday, March 29, 8 p.m., annual dinner dance. 

Stockport Dtviston.—At the Guildhall, Stockport, Friday. 
March 29, 7.45 for 8.30 p.m., first annual dinner Guest 
speakers, Dr. W. J. S. Reid, Dr. E. A. Gerrard, Dr. Miles Parkes, 
and Mr. W. Rees. Each member is invited to take one guest 
(medical or non-medical) 

Tower Hamtets Division.—At Mile End Hospital, Bancroft 
Road, E., Friday, March 29, 3 p.m., clinical meeting. 

WARRINGTON Drviston.—At New Fir Grove Hotel, Latchford 
Without, Wednesday, March 27, 9 p.m., buffet dance. 

Wootwicn Division.—At Woolwich Memorial Hospital, 
Shooters Hill, S.E.. Tuesday, March 26, 8.30 p.m., meeting. 
Address by Dr. N. R. Mackay: “ Radioactive Isotopes.” 
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Oral treatment 
of diabetes mellitus 


» HOECHST « 


T 


(N-Butyl-N’-toluene-p-sulphonylurea, Tolbutamide) 


CLINICAL TRIALS are already being conducted in certain hospitals 

in this country and the results will shortly be published. 
RASTINON »Hoechst« was originated in the research department 

of Farbwerke Hoechst AG., Frankfurt (Main), under the laboratory 


number D 860. 
In the United Kingdom supplies of Rastinon tablets, for the 
time being, will be restricted to Diabetic Clinics, from whom en- 


quiries are invited. 


HOECHST PHARMACEUTICALS LIMITED 
SLOUGH 


Distributed in Great Britain and Northern Ireland by 
HORLICKS LIMITED - SLOUGH 
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Relief of 
Rheumatic Pain 
in 

General Practice 


1. Prompt relief by massive aspirin dosage 
without supervision 

It has been estimated that 8 out of 10 patients go to 
their doctors with some form of rheumatic com- 
plaint. In all cases, the first aim is prompt relief, 
preferably calling for no supervision in administra- 
tion. An effective and safe remedy is massive aspirin 
dosage in the form of Berex tablets. 


2. Succinate prevents toxicity 


Clinical study* has shown that the calcium succinate 
in Berex prevents toxicity from massive dosage. 
The prothrombin level is maintained and there is 
no haemorrhagic tendency, even after prolonged 
dosage. Your patients can enjoy prolonged relief, 
in safety, by reducing the initial dosage as soon as 
the pain diminishes. Side effects — including gastric 
— are fewer and milder, if present at all. 


3. Encourages tissue respiration 
Experimentally, by Warburg test, it has been shown 
that the inhibitory action of salicylate on tissue 
respiration is completely offset when it is combined 
with succinate. Succinate encourages cellular 
respiration and stimulates the respiratory enzyme 
systems. It is to this stimulating action that the 
beneficial effect of succinate is attributed. 


* “ No abnormal prolongation of prothrombin time 
even after 68 days of succinate-salicylate.” “ The 
results also show that this succinate-salicylate formula- 
tion combines safety and efficacy, permitting wide use 
both for treatment and maintenance without the 
excessive supervision required in many other forms of 
therapy.” — Delaware State Med. J., 1954, 26, 22. 


BERE X..... 


For prompt relief of pain associated with 
all forms of rhewmatism. 


FORMULA: Calcium succinate 2:8 gr. acetylsalicylic acid 3-7 gr. 


IN TABLET FORM: basic N.HLS. price, 4/8}.— 100 tablets; 
24 3d. — 600 tablets 


BEREX HAS NEVER BEEN ADVERTISED TO THE PUBLIC 


A professional sample will be gladly sent on request to: 
MEDICAL DEPARTMENT 


CLINOD PHARMACEUTICALS LTD., BELVUE ROAD, NORTHOLT, GREENFORD, MIDDLESEX 
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RHEUMATIC PAIN, it is estimated, 
brings 8 out of 10 patients to the 
surgery. Prompt and prolonged relief 
can safely be given, in all forms 
of rheumatism, by administering 
Berex in massive and prolonged 
dosage. No supervision is required 
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SURGICAL DRESSINGS 
and Specialities 


“GAMGEE TISSUE” 


REGISTERED TRADE MARK 

Soft, comfortable and highly 
absorbent, this economical dres- 
sing is the best of its kind. The 
woven tubular gauze covering 
ensures the cotton wool filling 
remaining in place, and prevents 
it breaking up when handled or 
heing used as a dressing. 


“CESTRA” LAMINATED 
POST-OPERATIVE DRESSING 
P.O.D's 
A NEW dressing designed for 


general use where ordinary gauze 
pads would normally be used 
in dressing wounds. Softer, more 
bulky and LESS EXPENSIVE than 
ordinary gauze swabs. Fewer 
pads are needed per dressing. 


“CESTRA” STANDARD 
GAUZE SWABS 


Available in a wide range of stock 
sizes and in several qualities. Also 
available in larger sizes and to 
individual requirements, sewn, 
with tapes ete. 


“CESTRA” MASKS 


The perfect surgical mask for the 
prevention of droplet infection. 
Highly efficient, comfortable, and 
easily sterilised. 


“CESTRAFOLD" RIBBON 
GAUZE 


A very efficient substitute for Fast 
Edge Ribbon Gauze. Suitable for 
plugging and making up into 
Gauze Pads. Can be supplied in 
assorted widths. 


“CESTRA” STERILIZED 
MATERNITY OUTFITS 


These can be offered in various 
sizes. 


“CESTRA” PREMATURE 
BABY SETS 


Made from our well known 
**Gamgee Tissue”. A garment 
specially designed for immediate 
use. Soft and warm. 


“CESTRA” CELLULOSE 
PAPER HANDKERCHIEFS 


Essential in cases of Nasal and 
Pulmonary complaints. 

Also Capsicum Tissue and 
Medilintex Poultice Dressings. 


PLEASE OBTAIN FROM YOUR USUAL SUPPLIERS 


ROBI 


NSON 


& SONS LTD 


WHEATBRIDGE MILLS, CHESTERFIELD 
TELEPHONE : CHESTERFIELD 2105 
and KINGSBOURNE HOUSE, HIGH HOLBORN, LONDON, W.C.! 
TELEPHONE : HOLBORN 6383 
Manufacturers of all kinds of Surgical Dressings for over 100 years 
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DEVELOPMENTAL 
ABNORMALITIES 


OF THE EYE 


By IDA MANN 
C.B.E., M.A. D.Sc., M.B., B.S., F.R.C.S., F.R.A.C.S. 


SECOND EDITION, 
REVISED AND ENLARGED 


March, 1957. 90s. net 
419 pages. 284 illustrations, 68 in full colour. 


‘A work which will be found to be indispensable to all practising 
ophthalmologists and sheds lustre on British ophthalmology.” 
—BRITISH JOURNAL OF OPHTHALMOLOGY 


* A beautiful book, well written, exquisitely illustrated. This book is 
a classic. A copy should be owned by every ophthalmologist. Though 
primarily for a reference, it makes exceedingly interesting reading from 
cover to cover.” —AMERICAN JOURNAL OF OPHTHALMOLOGY. 


BRITISH MEDICAL ASSOCIATION 
B.M.A. House, Tavistock Square, London, W.C.1 


FINANCE 


for the acquisition by 


PAYMENTS OUT-OF-INCOME 
of 


SURGERY AND OTHER FURNITURE, SURGICAL 
INSTRUMENTS, MEDICAL TEXT BOOKS, X-RAY 
APPARATUS, MOTOR CARS 


The above list is illustrative only. Under its equipment 
Purchase Plan, the company is prepared to assist doctors to 
acquire ANY article and spread the cost over a period. 


BRITISH MEDICAL FINANCE LTD. 


Tavistock House South, Tavistock Square, London, W.C.! 


Riaz (sewer and wear ly 
Combined subscription with 


BRITISH MEDICAL 
B.M.A. House, Tavistock Square, London, W.C.1 


SPECIALIST JOURNALS 


ANNALS OF THE RHEUMATIC DISEASES 
BRITISH HEART JOURNAL 
BRITISH JOURNAL OF INDUSTRIAL MEDICINE 

SRITISH JOURNAL OF PREVENTIVE AND SOCIAL MEDICINE 
BRITISH JOURNAL OF VENEREAL DISEASES 
JOURNAL OF CLINICAL PATHOLOGY 
JOURNAL OF NEUROLOGY, NEUROSURGERY AND PSYCHIATRY 
MEDICAL AND BIOLOGICAL ILLUSTRATION 
THORAX 
Querteriy. Annwal Subscription, £2 sack. 

28 OF DISEASE IN CHILDHOOD 
Bi-monthly Annee 
BRITISH JOURNAL OF PHARMACOLOGY AND CHEMOTHERAPY 
Ywerter|y Annual Subscription, 64 4: 
BRITISH JOURNAL OF OPHTHALMOLOGY 
Monthly. Annual Subscription, £4 4. 
OPHTHALMIC LITERA 


Subscription, Sa 


Subscription 
sh Journal of Ophthalme a7 Te. 


ASSOCIATION 


TAX FREE 


equal to 7%, Gross 
rate). 
Te you who should leave nothing lat 
chance we offer a vital service 


@ No depreciation or 
fluctuation of Capital 
@ You can withdraw any sum Private and c 
at any time on demand 
@ Interest Commences from Fully profit sharing 
date of Investment @ ABSOLUTE SECURITY eu 
Your money is safe, Your interest is more! 


Write for free brochure “Safe investments” Dept. !7 


the suitpine society 


CHISLEHURST: KENT Telephone imperial 2233 (10 lines) 


@ All transactions commence 
remain strictly 
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| APPOINTMENTS 


Applicants should state name, address, age, nationality, qualifications, and enclose 
(unless otherwise specified) one copy each of 3 recent y& testimonials with short 
statement of experience and appointments held. 
Applications should be sent at once if no closing date is given. 
Canvassing in any form will disqualify. 
| WSERVICE MEMBERS may have difficulty in supplying recent 
testimonials, but this should not deter them from applying 


/ A fully registered medical practitioner who is liable for r Notional Service must obtain deferment 
of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) 
the Scottish Central Medical Recruitment Committee before accepting any civilian appointment 

The position of provisionally registered medica! practitioners who are liable for National 
Service has been made clear in a notice sent to them by the Ministry of Labour and Nationa! 
Service 

SALARY SC ALES OF JUN NIOR “GRADES OF “HOSPITAL MEDIC AL STAFF 

j Registrar Grades, Whole-time 

(a) REGISTRAR: Posts obtained normally not less than two years after registration as a 
medica! practitioner and held normally for two years: £850 per anoum in the first year; £965 per 
annum in the second and any subsequent years. If the post is resident a deduction of £170 per 
annum is made 

(b) SENIOR REGISTRAR : Posts obtained normally not less than four years after registration 
as a medical practitioner and held normally for four years; £1,100 per annum in the first vear: 
£1,200 per annum in the second year; £1,300 per annum im the third year; £1,400 per annum 
in any subsequent years. If the post is resident a deduction of £200 per annum is made 


Other Grades, Whole-time 


(a) HOUSE OFFICERS ; 
(i) Provisionally registered medical practitioners: £425 per annum for the first post held; 
£475 per annum for the second and all subsequent posts held; 
provided that the employing authority (subject in the case of a Hospital Management Committee 
to the consent of the Regiona! Hospital Board) shal! have discretion to determine that the remun- 
| eration of any officer holding his first post in the National Health Service as a House Officer 
| shall be £475 per annum if they are satisfied that the officer has held at least one hospital post 
| outside, of not less than six months’ duration, involving clinical responsibilities equivalent to 
those of house posts in the National Health Service and supervised by appropriate specialist staff. 
(ii) Fully registered medical practitioners ; £525 per annum for any post held ; 
| provided that in exceptional circumstances, subject to the consent of the Minister, this rate may 
| be exceeded by up to £50 per annum where a post cannot be filled otherwise. 
| In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect 
| of board and lodging and other services provided shall be made and each post shall be tenable 
for six months. 

(b) SENIOR HOUSE OFFICER: Posts obtained normally not less than one year (in 
Scotland, two years) after registration as a medical practitioner and normally held for one year 
| only: £745 per annum. If the post is resident a deduction of £150 per annum is made. 

(c) JUNIOR HOSPITAL MEDICAL OFFICER: Officers who have held house appoint- 
ments but who are not Registrars and who have less responsibility than other hospital officers 
| of non-consultant status: £775 (for an officer appointed not less than one year after full registration 
as a medical practitioner) by £50 to £1,075 per annum. If the post is resident a deduction of 
£170 per annum is made. 


ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE 
IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE 
OF HOSPITAL MEDICAL STAFF 


CLASSIFICATION 
and order of appearance 
Practices 
Partnerships 


Assistantships 
Trainee General 


Situations ( Medical) 
APPOINTMENTS 


including pre-regisiration 
ender appropriate specialty headings, as follow 


Anaesthetics Obstetrics and 
Casualty Gynaecology 
Chest and Tb. Ophthalmology 
Dental Orthopaedics 
Dermatology Paediatrics 
E.N.T. Pathology 
Electro- Plastic Surgery 
encephalography Psychiatry 
Geriatrics Radiology 
Infectious Diseases Radiotherapy 
Medicine Surgery 
Neurology Thoracic Surgery 
Neurosurgery Urology 


in the following order: 
Consultants, S.H.M.O.s, Registrars, 
Clinical Assistants, J.H.M.0.s, Senior 
Howse Officers, House Officers, Pre- 


Public Health a Situations (Non-med.) 
Pharmacists, etc. 
ndustria 
Republic of Ireland Receptionists, ete. 
Oversea Consulting Rooms, etc. 
University and Houses and Property 
Research Accommodation, etc. 
Scholarships Hotels 
— Motor Cars, Hire, ete 
Meetings Miscellaneous 
Educational and Homes 
Lectures Agents 


Rates are shown on the Inside Back Cover 


MEMBERS ABROAD. Copies of vacancies 
advertised in the Journal can be sent by AIR 
MAIL. The minimum cost is 3s. per week, which 
covers up to three separate headings: additional 


approximately 2,000. Leasehold premiscs may be 
availabic ** Intermediate “ area. Form of appli- 

cation (E.C.16A) available from Clerk, London PRACTICES (Offered) 

Executive Council, Insurance Street, Cc Cc ALBERTA. CANADA. GENERAL PRACTICE 


HAMMERSMITH April §, 1987.—S. H. Bennett, Clerk, 


headings Is. cach 
| G19/36) Please state type of vacancy and remit to the 
PRACTICES (Executive Councils) couxcn ASSISTANTSHIPS VACANT 
cles (except those Scotland) apply on Applications invited “for retirement vacancy on Wanted, Assistant, Bimingham suburb, 
Form £.C.16A, obtainable from the Executive | June 30. 1957, in above urban area. List about | Car essential Obstetric experience, work light.— 
Council. Mark envelope “ Vacancy.” 1,480. Residence and surgery may be available Box A.618, B.MJ 
“ Intermediate ™ areca. Applications, on Form Wanted, Assistant with view. Urban district 


E.C.16A, to reach the undersigned on or before Warwickshire. House provided. Obstetric experi- 
Surrey ence essential. Car allowance and salary £1,000. 


ae Executive Council, 187, Ewell Road, Surbiton. Box A.605 


Resiening practitioner (male). List at present Surrey 


(4830) Wanted, Assistant with view. Seaside resort 


selected applicant 
available from Clerk, London Executive Council, Coast.—Box PR.601, B.MJ 


Insurance Street, W.C.1. Completed forms w be NORTH DEVON, RURAL, SINGLE-HANDED. salary. Car allowance. Rota.-Box A.621, B.MJ 


can be arranged —Box PR.613, B.MJ 


Lincolnshire Three partnership practice Salary 

£1,250, and car expenses.—Box A.603, B.MJ. 
Wanted, April, experienced Assistant, 

Cheshire, Car. Outdoor. Two referees £1,150 


pleted forms to be received by the Council not 
later than 12 noon on Monday, April 1, 1957 in country town with well-equipped hospital Wanted, immediately, English or Scottish 
(4957) Offers excellent opportunity for clinical work, in- Assistant Midlands. Own car Prospect.— Box 
cluding maternity and surgery. Income over $20,000 A604. BMJ 
Owner leaving to specialize. Pleasant house with Assistant, male. aunties, 18 miles Londoa. 
LEWISHAM (Catford) surgery and equipment. Price $16,000, casy terms | owner Accommodation available. Health centre 


Salary and prospects dependent on ability and 


Resiening practitioners male and female in part- 


nership Joint list at present approximately 490 | PRACTICES (Exchange) 
(male 20, female 470). Premises will be availabic. 
An Initial Practice Allowance may be payable to the NEAR SOUTHAMPTON. SINGLE-HANDED A633. BMJ 

Form of application (E.C.16A) Practice, list 3,200, for similar London or South Assistant required for Partnership 


experience —Box A.509. 

Assistant, male, single, South Coast town prac- 
tice. Car owner. Own rooms, with housekeeper 
in attendance Salary by afrangement.—Box 


Practice, 
West Midland town. Smal! flat available. Good 


> 
by on N.H.S. list 1,520 (mainly dispensing), income Assistant, without previous genera! practice 
on Monday, April 5, 1 a £3.600 per annum, frechold house ; requires £2,500 experience, required for partnership S.E London 
small town or semi-rural in Herefs. Live out. Car driver or owner oe £775. plus 

NANTYMOEL, Bridgend, Glam. Cheshire, Warwicks, Worcs, Glos, Mon, Oxon or car allowance £150.—Box A.507, BMJ 
Bucks (only). For details apply Medical Practices Assistant with view, preferably married, Partner- 
aL Advisory Bureau, B.M.A., Tavistock Square. W.C.1. ship of two, Midland town and rural. Obstetric 


Applications are invited for vacancy (Colliery) 


caused by death, list approximately 1,700, all pre- : 
scribing House and surgery available for salc. PARTNERSHIPS (Wanted) 
Apply on E.C.16A (obtainable from address given 


experience Salary by afrangemcnt—Box A.620, 
MJ 


Bedford. Male Assistant required April 1. 
British, single, car owner. Live out. Salary £1,200 


below) before April 8, 1957. to undersigned, W JEWISH PRACTITIONER SEEKS PARTNER- inclusive.—-Box A.602. BMJ 
Brynmor Samuci, Clerk of Giamorgan Exccutive SHIP with Doctor contemplating retirement. Bradford, male Assistant with view, wanted. 
Council. 47, Park Place Cardiff (4961) Capital for house.—Box PA.612, B.MJ 


Box A.632, B.M.J. 
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Assistantships Vacant—contd. 


£1,000 p.a. Furnished 

BMJ 

wanted 

View right 
Small flat 


Anglia, semi-rural, 
use congenia Box 
Married Assistant, aged about 
rural practice Leicestershire 
(itstetrics casecntial Car owner 
Salary by experienc Box A.6l7, BMJ 

Part-time required, S.E. London, 
week-end and ening duties Furnished 
availabl« Apply Box A608, 

Young Assistant, possible view. House available 
soon.- Dr Scott, West Auckland, Durham 


semi- 
man 
free 


for 
flat 


ASSISTANTS AVAILABLE 


Bart's Graduate 
pening general practice 
qualified 1953 after war service 
H.S., Chests own hospital 
pacdics, Midwifery Four months 
Available short notice. Details, SYD 
4616, BMJ 

Experienced G.P. desires Part-time Work (Sur- 
gcries), Manchester or near Box A6IS. BMJ 

Expericaced well-qualified Doctor seeks Part-time 


seeks progressive 
English Protestant 
Age 35, married 
children’s Ortho- 
since 
$387. or Box 


Cambridge 


Work, London. Surgeries, week-ends. Car.—Box 
A614. BMJ 

Principais requiring Assistants with or without 
view are invited to communicate with us Many 
applicants available. No charge —-Perci val Turner 
Medical Agency, 25, Maiden Lane. W.C.2 
Woman V.R.C.S.. L.R.C.P., 1950, part- 
time Assistantship in Oxford area.-Box A.643, 
BMJ 


TRAINEE GENERAL 
PRACTITIONERS (Vacant) 


Wanted immediately, Trainee, matic, married, for 


Practice three partners Many appointments 
Cottage hospital Midwifery Four-roomed un- 
furnished flat, garage. Car essential. Salary and 
allowances as provided by the N.H.S.— Dr. Davison, 
Claremont. Dorking 2422 


Wanted, Trainee, group practice, four principals, 
entrée to large general hospital, Epping rural arca 
Statutory salary and car allowance.—Drs. Evans, 
Sharp, Korte and Grylls, Station Road, Epping, 
Essex Tel Epping 2727 

Wanted, Trainee, mate, Chingford, Essex. 
opportunity for experience. ample time and 
tes for postgraduate study Box 

After Easter, seaside semi-rural, 
Rota Modern lock-up surgery 
nished flat Protestant Experienced 
Box 7.623. BMJ 

Keat semi-rural. 
Either sex. unmarried 

Box TO 9 BMJ 

lady i ctor wanted as Trainee. 
pleasant p rinership Midlands cathedral 
owner Excellent general experience 
to local hospital and maternity units. —Box 
BMJ 

Trainee, male, married, 
Would consider Registrar 
facilities available Oxford for working for dearce 
diploma) thesis Experience ecriatrics advantage 
Vacancy mid-May) Would wait for outstanding 
candidate Letters only Dr. Gordon Scott, Ship- 
ton-under-Wychwood, Oxford 

Trainee required. male, live out, car owner. 
Usual emoluments Commence April 9%.—26, 
Rroadway, Cheam, Surrey Vigilant 3500 

Trainee required, cither sex, North London, by 
M.D. (Prague), M.R.C.P Living out. Car pro- 
vided Box 1438, BMJ 

Trainee required May 1, male or femate. 
owner.—Dr. Meliwrick, Callander, Perthshire 
raince requ . Car owner. Live 

Rota system N.H.S. scale salary.—Box 


Good 


Excellent fur 
trainer 


April. 


out 


beginning 
Live in or 


mid-May. 
city. Car 
with access 
T 607 


Vacancy 
car owner 


obstetrics desirable. 
Excelient postgraduate 


Car 


Vacancy for Trainee in Bristol group practice 
from April Car owner Unfurnished flat avail- 
able for married man. —Write 164, Filton Avenue 
Bristol, 7 


LOCUMS (Vacant) 


Wanted. Locum for Pp 
practice. June 2 to June Also August 18 to 
September 15 inctusive Accommodation provided 
Car owner.——-Box L625. BMJ 

Wanted, Locum with car, August 10 to MN. 
Pleasant S.W. Birmingham suburb Accommoda- 
tion practice house Terms by arrangement 
Box L635. BMJ 


Lady preferred. with car-—Box L.642, 
Lecum required Burton-on-Trent, two weeks in 
April, four weeks in August, September Suit 
married man or lady Apply. with full particulars, 


Box L610, BMJ 


Lecum required, living in, preferably with own 
housek ceper 
midwifery 


from June 3 to 22. Small 
Ealing. —Box L.64, B.MJ 


Practice, 
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Locum required August 3 to September 7. Car 


essential, 18 ens. plus 4 gens. petrol, plus board 
Little midwifery Box L.631, BMJ 

Locum required in mixed _Bractice in South 
Wales, from June 8&8 to July Car and accom- 
modation provided L.627, B.MJ 


Locum wanted, with car, May 10 to 25. Hos- 
pitality for wife East London Box 1.626 
BMJ 


Locum wanted, sear Norwich, for general prac- 
tice partnership (3), May * to 18 Car available 
Midwifery essential Either sex.—Box 1.624 
BMJ 

Locum wih car, near Wakefield, June to 29. 
One partner remaining.—Box L.636, B_N 

Practitioners desiring to act as Bane. ‘tute 


for short or long periods are invited to communi- 
cate with us Vacancies in all parts.—Percival 
Turner Medical Agency, 25, Maiden Lane, W.C.2 

Charing Cross Hospital, W.C.2 

Locum Resident Anaesthetist 
Post-registration post, recognized for the D.A 
Tenable from April 5 to June 30, 1957 Applica- 
tions, on forms obtainable from the undersigned 
by March 29. 1957.—Frank Hart, Secretary to the 
Board (4898) 


Croydon Groep Hospital Management Commitice 
Mayday Hospital (611 beds) 
Locum Tenens Consultant Sergeon (Full-time) 


required for the period April 24 to May 20, 1957. 
both dates inclusive Applications, in writing, to 
George A Paines, Group Secretary, Hospital 
Management Committee, General Hospital, London 
Road, Croydon (4695) 
Holloway § ri Virginia Water, Surrey 


Locum Tenens Junior Hospital Medical Officer 
required at above psychiatric hospital for a period 
of i2 weeks, to commence immediately. Salary on 
Whitley scale, £17 10s. per week Apply, as soon 
as possibic, to the Physician Superintendent. (4684) 


Ipswich and East Suffolk Hospital 
Anglesea Road Wing (356 beds) 


Locum Tenens Casualty Officer 
Senior House Officer grade, required from May 1 
to May 26. 1957. inclusive Applications, with full 
particulars. to Hospital Secretary (4696) 


Kent and Sussex Hospital, gm Wells 
(303 staffed available beds) 


Locum Resident Surgical Officer 
required April 1, 1957, pending permanent appoint- 
ment Salary £17 10s. per week, less deduction 
at rate of £170 per annum for residence Appli- 
cations Stating age nationality qualifications, 
previous appointments, with copics of two recent 
testimonials, to Group Secretary, Sherwood Park 
Pembury Road Tunbridge Wells, as soon as 
possible (4973) 


Leeds Regional Hospital Board 


Whole-time Locum Radiologist 
(Conseltant or §.H.M.O.) 
Duties mainly at Scarborough Group of hospitals 
The appointment would be for an initial period of 
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Sheffield Regional Hospital Board 


Locum Resident Registrar 

(Casualty and Orthopaedics) 

Rotherham Hospital, Doncastcr Gate 

from April 1 Remuneration £17 10s 

Apply Secretary, Shefficid Regional Hos- 

Old Fulwood Road, Shefficid, naming 
(4714) 


required at 
Rotherham 
per weck 

pital Board 
two referces 


Sheffield Regional Hospital Board 


Locum Resident Registrar (Anaesthetics) 
required immediately at Beckett Hospital, Barnsicy 


Remuneration £17 10s. per week. Apply Secretary 
Shefficid Regional Hospital Board, Old Fulwood 
Road, Shefficld. naming two referees (4715) 


Sheffield Regional Hospital Board 


Whole-time Locum Resident Surgical Registrar 


required for period April | to June 18, at the 
Grantham and Kesteven General Hospital 
Remuneration £17 10s. per week, less a deduction 
for residence Appiy to Secretary, Shefiicid 
Regional Hospital Board, Olid Fulwood Road 
Shefficid, naming two referees (4716) 
The United Sheffield Hospitats 
Royal Infirmary 
Applications invited for the resident post o1 


Locum Registrar or Senior House Officer 
for the Department of Neurosurgery 


at the above hospital. for the period April IS w 
July 15, 1957. Grade according to qualifications 
and experience Applications, stating agc. quali 
fications and experience, with the names of three 
referees. should be sent at once to the Chief 
Administrative Officer, the Shefficid United Hos 
pitals, West Strect, Shefficild, (4616) 
Upton Hospital, Slough 
Locum House Surgeon 
required April 1S to 27. Applications, with names 
of two referees, to Secretary (4697) 


Welsh Regional Hospital Board 
Whole-time Locum Tenens Senior Registrar 


General Surgery, required Maclor General Hos- 
pital. July 1, 1957. for six months Applications, 
naming two referees, to $.A.M.O.. Temple of 
Peace, Cathays Park. Cardiff (4834) 


Welsh Regional Board 
Whole-time Locum Tenens Consultant E.N.T. 
Surgeon 


required Caernarvon and Angliescy arca May 8 to 


June 7, 1957 Applications, naming two referees, 
to $.A.M.O., Temple of Peace, Cathays Park, 
Cardiff (4858) 


Welsh Regional Hospital Board 


Whole-time Locum Tenens Consultant Pathologist 
required Merthyr and Aberdare arca immediately 


for approximately three months Applications, 
naming two referees, to $.A.M.O.. Temple of 
Peace. Cathays Park, Cardiff (4859) 


one month, subject to further extension. Applica- Westwood Hospital, Beverley, Yorkshire (229 beds) 
tions, stating age. qualifications, and details of — 
appointments held (showing dates), together with Locum Orthopaedic Howse Surgeon 
the names and addresses of three referees, to the (Senior House Officer or House Officer grading 
Secretary, Park Parade, Harrogate, as soon as | according to experience). Applications to Group 
possible (4711) Secretary (4698) 
Royal Lancaster Infirmary (230 beds) 
‘zt It 
required on April 1 for about two months. Appli- Registered Practitioner available locums. Own 
cations, with names of two referees, to be addressed car. Live in.—Box L.637. BMJ 
to Group Secretary, Royal Lancaster Infirmary, 
Lancaster (4879) 
St. Alfege’s Hospital, Greeawich SITUATIONS (Vacant) 
Resident Locum Regi ‘A theti NAVY, ARMY, AND AIR FORCE INSTITUTES 
required from approximately April 1, 1957. Salary Appli o :- 
> pplications are invited from general prac 
£17 10s. weekly. Tel. : GRE 2655 (4556) titioners in the under-noted towns for the appoint- 


St. John’s Hospital, Morden Hill, Lewisham, §.E.13 


Locum Resident Senior House Surgeon 
required from April 1 to April 27. Salary £14 10s 
per week, less charge for residence Apply to the 
Hospital Sccretary (4712) 


Sheffield Regional Hospital Board 


Locum Resident Surgical Registrar 
required at Beckett Hospital, Barnsicy, from April 
1 Remuneration £17 10s. per weck Apply to 
Secretary, Shefficid Regional Hospital Board, Old 
Fulwood Road. Shefficld. naming two referees 

(4713) 


in a part-time capacity as 
MEDICAL OFFICERS 


to this Corporation Successful applicants would 
be required to examine and report on the condition 


ment 


of employees of the Corporation who may be re- 
ferred to them from time to time. Fees for the 
work will be paid on a scale agreed with the 
British Medical Association Applications, giving 
full details of qualifications and experience, should 
be sent to Principal Medical Officer, Navy, Army. 
and Air Force Institutes, Kennington Lane, Lon- 
don, S.E.11, not later than April 6, 1957. Appli- 


cants should not be more than sixty years of age. 
The towns for which applications are invited are: 

Harwich Bury St. Edmunds Thetford 
Bedford Ely (4959) 
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APPOINT MENTS 


ANAESTHETICS 


NORTHERN HOSPITALS 
AUTHORIT 


APPOINTMENT OF CONSULTANT 
ANAESTHETIST 

Applications are invited for a post as Consultant 
Anacsthetist to hospitals managed by the East 
Antrim Hospital Management Committce The 
appointment will be on a part-time basis of seven 
half-days of duty weekly, and the terms and con- 
ditions will be in accordance with the application 
of the Spens Report to Northern Ireland. Appli- 
cations to be made on a form obtainable (with 
further particulars) from the Secretary, Northern 
Ireland Hospitals Authority. 44-46, Queen Street, 
Belfast. and to be returned not later than April 
10, 1957 (4880) 


MANCHESTER REGIONAL HOSPITAL BOARD 


TWO WHOLE-TIME OR MAXIMUM PART- 
TIME ASSISTANT ANAESTHETISTS (S.H.M.O.s) 
as follows 

(i) Blackburn and District Group of Hospitals 
(Blackburn Royal Infirmary, Queen's Park Hos- 
pital, Blackburn, and Victoria Hospital, Accring- 
ton, ctc.) 

(ii) Wigan and Leigh and Wrightington Groups 
of Hospitals (Royal Albert Edward Infirmary, 
Wigan, Leigh Infirmary, Wrightington Hospital 
(includes thoracic surgery unit), etc.) 

Appointees to live in areas to which appointed 

Application forms from the Senior Administrative 
Medical Officer to the Board, Cheetwood Road, 
Manchester. 8. to be returned by April 4, 1957 

(4977) 


BROMPTON HOSPITAL, S.W.3 


Applications are invited for the post of 
ANAESTHETIC REGISTRAR (Full-time) 
The appointment is for one year with cligibility 
for re-appointment Applications, stating age, 
qualifications with dates. nationality and appoint- 
ments held. together with copics of testimonials, 
by April 6 to Kenneth A. F. Miles, House 
Governor (4813) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN ANAESTHETICS 
Harrogate General Hospital (approximately 150 
beds in surgical specialties). Preferably resident 
Recognized for the F.F.A Applications, stating 
age. qualifications, and details of present and 
previous appointments (with dates), together with 
the names and addresses of three referees, to the 
Secretary. Joint Registrars Committee, Park Parade 
Harrogate, by April 4, 1957 (4719) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


REGISTRAR “ANAESTHETIST 
Whole-time, for Hexham group of hospitals—Hex- 
ham General, 304 beds; Dilston Hall Maternity, 
50 beds. Married or single accommodation avail- 
able Applications, with names and addresses of 
three referees. to S.A.M.O., Regional Hospital 
Board, Benficid Road, Newcastle upon Tyne, 6, 
within 14 days (4720) 


BRIT ISH MEDICAL JOURNAL — 


IMPORTANT NOTICE 
APPOINTMENTS 


Medical practitioners are requested 
not to apply 
for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A House, Tavistock Square, 
London, W.C.1, or with the Medical Sec- 
retary of the Irish Medical Association, 
10, Fitzwilliam Place, Dublin, to learn the 
views of the Association regarding the 
terms and conditions of service pertain- 
ing to the appoiniment : 
REPUBLIC OF IRELAND, 
PORTIUNCULA HOSPITAL, 
BALLINASLOE, CO. GALWAY. 
Resident and Visiting Medical Staff 


By Order of the Council. 


A. MACRAE, 
March 19, 1957. Secretary. 


ROYAL NATIONAL THROAT, NOSE AND EAR 
HOSPITAL, Gray's Inn Road, W.C.1, and 
Golden Square, 


There will be a vacancy for an 
ANAESTHETIC REGISTRAR 
(resident or non-resident) 
as from May |, 1957, to work as required at both 
hospitals. Applicants should have had some special 
experience in anaesthesia and preferably should 
hold, or be working for, a higher qualification in 
that specialty Registrar grading and salary in 
accordance with the terms and conditions of service 
under the National Health Service Act. Applica- 
tions, giving full particulars of age, qualifications 
and experience, with the names of two referees, 
should be sent to the House Governor by March 
31, 1957 (4305) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Lambeth Hospital, Brook Drive, Loadoa, §.E.11 


ANAESTHETIC REGISTRAR 
required Appointment is for two years, subject 
to review after 12 months. Candidates may visit 
the hospital by appointment if they so desire 
Application forms from the Secretary, Lambeth 
Group Hospital Management Commitice, Renfrew 
Road, S.E.1l, t© whom completed forms should 
be returned not later than March 30, 1957 (4699) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ANAESTHETIC REGISTRAR (Non-resident) 
for whole-time duties at hospitals.in the Central 
Middlesex Group—mainly at Acton and Willesden 
General Hospitals. Officer would receive mileage 
allowance for the use of car. Appointment for one 
year, renewable Hospitals may be visited by 
direct appointment Application forms from and 
returnable to, Group Secretary, Central Middlesex 
Group H.M.C.. Park Royal, N.W.10, within 10 
days (4873) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Barnet General Hospital, Welthouse Lane. 
Barnet, Herts (461 beds) 


WHOLE-TIME (Resident) ANAESTHETIC 
REGISTRAR 

required for the Barnet Group of Hospitals. with 
main dutics at Barnet General Hospital. Depart- 
ment recognized for the D.A. and F.F.A.R.C.S 
Hospital may be visited by direct appointment 
Application forms obtainable from, and returnable 
to, Group Secretary, Barnet Group H.M.C.. 1, 
Weilhouse Lane, Barnet, Herts, by April 10, 1957 

(4939) 


OXFORD REGIONAL _ HOSPITAL BOARD 


ANAESTHETIC REGISTRAR 
to the Swindon Group of Hospitals. Duties will 
be mainly at the Victoria Hospital (96 beds). The 
post is recognized for the D.A. and F.F.A.R.C.S.. 
and provides good experience. Residential accom- 
modation for a single person is available. Appli- 
cations, on forms obtainable from the Secretary, 
Registrar Committee, 43. Banbury Road, Oxford, 
should reach him by April 1. 1957 (4435) 


THE BOARDS OF GOVERNORS OF THE 
HOSPITALS FOR DISEASES OF THE CHEST 
and of THE MIDDL ESEX HOSPITAL, W.1 


Applications invited for a full-time appointment 


of 
SENIOR REGISTRAR IN ANAESTHETICS 

involving duties on 3 days weekly with London 
Chest Hospital and 2} days weekly with Middlesex 
Hospital Candidates must hold the diploma 
F.F.A.R.C.S. The appointment is for one year 
with cligibility for reappointment Applications. 
stating age, qualifications (with dates), and appoint- 
ments held. with names of three referees, by April 
& 1957. to Kenneth A. F. Miles, Secretary to the 
Board, Brompton Hospital, London, S.W.3. (4532) 


THE BOARDS OF GOVERNORS OF THE 
HOSPITALS FOR DISEASES OF THE CHEST 
and of WESTMINSTER HOSPITAL, S.W.! 


Applications invited for a full-time appointment 


of 
SENIOR REGISTRAR IN ANAESTHETICS 

involving duties on 3 days weekly with Brompton 
Hospital and 2) days weekly with Westminster 
Hospital Candidates must hold the diploma 
FFARCS The appointment is for one year, 
with eligibility for reappointment. Applications, 
stating age, qualifications (with dates), and appoint- 
ments held, with names of three referees, by April 
8, 1957, to Kenneth A. F. Miles, Secretary to the 
Board, Brompton Hospital, London. 8.W.3_ (4531) 
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CROYDON GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Purley Hospital (53 beds) 


CLINICAL ASSISTANT 
Two sessions weekly in Anaesthetics. £175 per 
annum per notional half-day session Details of 
duties will be forwarded to applicants, who should 
apply in writing to George A. Paines, Group Sec- 
retary, Hospital Management Committee, Croydon 
General Hospital, London Road, Croydon (4700) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


JUNIOR HOSPITAL MEDICAL OFFICER IN 
ANAESTHETICS 

(recognized for D.A. and F.F.A.) required for 

duties at hospitals in the Group. Excellent ex- 

perience, non-resident. Applications to Group 

Secretary, Hull Royal Infirmary (9602) 


SOUTH-EAST NORTHUMBERLAND 
MANAGEMENT COMMITTEE 


JUNIOR ANAESTHETIST 
Junior Hospital Medical Officer or Senior House 
Officer grade according to experience. Post recog- 
nized under Fellowship and Diploma regulations 
of the Faculty of Anaesthetists. Applications, with 
names of two referces, to Group Secretary, Preston 
Hospital, North Shields (4691) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Royal Victoria Hospital, Shelley Road. 


Applications are invited for the appointment of 
RESIDENT SENIOR HOUSE OFFICER 
(Anaesthetics) 

The post, which becomes vacant on May 17. 1957 
is recognized for the D.A. and F.F.A.R.C.S., and 
is normally tenable for 12 months Expcrience 
with Thoracic Unit available. Applications to the 
Hospital Secretary (4721) 


CHELTENHAM GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER ANAESTHETIST 
Applications are invited from male and female 
practitioners for the above appointment, which will 
be vacant immediately. Salary and conditions of 
service in accordance with Whitley Council Regu- 
lations. Applications, with names of referees and 
full details, to the undersigned.—Stanicy T. Davis. 

Group Secretary, General Hospital, Cheltenham 
(4622> 


HOPE _HOSPITAL 
Salford Hospital Management Committee 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER 
ANAESTHETIST 
In the theatres about 3,000 operations are per- 
formed per annum Two Consultant Anaesthe- 
tists are available. The Hospital is recognized for 
the D.A. and the F.F.A.R.C.S. Applications, to- 
gether with the names and addresses of two 
referees, should be forwarded to the Secretary, 

Hope Hospital, Salford, 6, as soon as possible 
(4817) 


LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Anaesthetics) 
Vacant April 1 The appointment includes duties 
at both the Leicester Royal Infirmary and the 
Leicester General Hospital. Recognized for D.A., 
PFA Applications, stating age, qualifications 
and experience. with copies of recent testimonials, 
to Group Secretary, Leicester No. 1 Hospital 
Management Commitice, the Leicester Royal 
Infirmary, immediately (9834) 


LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Anaesthetics) 
Vacant June 1. The appointment includes dutics 
at both the Leicester Royal Infirmary and the 
Leicester General Hospital. Recognized for D.A 
F.F.A. Applications, stating age, qualifications and 
experience, with copies of recent testimonials, to 
Group Secretary, Leicester No. | Hospital Manage- 
ment Committee, the Leicester Royal Infirmary, 
i di (4722) 


WHITTINGTON HOSPITAL, London, N.19 


ANAESTHETIC REGISTRAR 
required Post recognized for F.F.A. and D.A 
Hospital may be visited by direct appointment 
Application form obtainable from, and returnable 
to, the Secretary, 46. Cholmeley Park, N.6, by 
April | (4717) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 23 
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Anaesthetics—contd. 


MILE END HOSPITAL, Bancroft Road, 
London, E.1 (484 beds) 


(Senior Howse Officer) 
Post vacant April 21, 
obtainabie from Physician 
returned by April 5 with 
estimonials, (4922) 


ANAESTHETIST 
Recognized for F.F.A 
19487 Application forms 
Superintendent, w be 
comes of not more than three 


PADDINGTON GENERAL HOSPITAL 
Harrow Road, W.9 


Applications are invited for the undermentioncd 
post 

SENIOR HOUSE OFFICER (Anaesthetics) 
(Residemt in-duty) Recognized for D.A. and 
FEFARCS Application. stating age, qualifica 
toa medical school experience together with 
names and addresses of two to reach 
Secretary to Committee by April 1, 1957 (4923) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital, Plymouth 
SENIOR HOUSE OFFICER in ANAESTHETICS 


Vacancies April |. May 1, 1957. Recognized for 
the D.A. and F.F.A.R.CS Applicants to state 


which date they will be available The appoint- 
ment will be for a period of twelve months 
F. Hall, Deputy Group Secretary Nelson Gar- 
dens, Stoke, Plymouth (9964) 
QUEEN CHARLOTTE’S AND CHELSEA 
HOSPITALS 
ANAESTHETIST (Senior Howse Officer) 


tenable for six months from July 
instance. for duties at both 


Resident post 
1, 1957, in the first 


hospitals Post recognized for the purpose of the 
FFARCS Applications to the House Governor 
by April 6 1957. on forms obtainable from 339 


Goldhawk Road, London, W.6 (4956) 


ST. LUKE'S MOSPITAL, Bradford, Yorks 


SENIOR HOUSE OFFICER (Anaesthetics) 
required Vacant mid-March Opportunities for 
plastic and intra-thoracic experience and recognized 
for D.A. and F.F.A Applications, stating aac. 
nationality qualifications and experience. with 
copy testimonials, to the Secretary, Bradford Royai 
Infirmary (4653) 


SHREWSBURY HOSPITAL GROUP 


Royal Salop Infirmary and Copthorne Hospital, 
Shrewsbury (S00 beds) 


RESIDENT ANAESTHETIST 
(Senter Howse Officer) 


Post recognized for F.F._A.R.C.S. Registrar also 
employed. Vacant immediately. Applications and 
copy testimonials to Group Secretary, Royal Salop 
infirmary, Shrewsbury (4701) 


SOUTH CHESHIRE HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER (Anaesthetics) 
Vacant mid-April. 6-12 months. Duties mainly 
at Surgical Hospital, Crewe (120 beds). and 
Maternity Unit Barony Hospital Nantwich 
Recognized D.A. Previous experience not necessary 
New theatres with perfect air conditioning and 
latest anaesthetic apparatus and equipment. Per- 
sonal supervision and tcaching by Consultant 
Apply immediately, stating age, qualifications, etc., 
with sames of two referees. to the Group Secre- 
tary, Barony Hospital, Nantwich, Cheshire 
(4840) 


TORQUAY DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE 


Torbay Hospital, Torquay (166 beds) 


SENIOR RESIDENT HOUSE OFFICER 
(Anaesthetics) 
required April 21, 1957 There is a complement 
of 6 Resident House Officers, and the Hospital is 
recognived for the D.A. and the F.FAR.CS 
Applications, stating qualifications, agc, nationality 
with copy testimonials, to the Group Secretary 
Torbay Hospital, Torquay, S. Devon (4534) 


CASUALTY 
ROYAL SUSSEX COUNTY HOSPITAL 
Brighton, 7 


SENIOR CASUALTY OFFICER (.H.M.0.) 
nomresident, required Vacant sow Recognized 
for FRCS Applications, stating usual particu- 
ae and the names of two referees, to the 
(4052) 


ative Officer 
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SOUTHPORT GENERAL INFIRMARY 


JUNIOR HOSPITAL MEDICAL OFFICER 
(Resident) 

Whotle-time casualty post, vacant end of April 
Apply stating age qualifications experience 
nationality, enclosing copies of two recent testi- 
monials, to Group Secretary, Southport and Dis- 
trict Promenade Hospital, Southport. 

(4837) 


TYNEMOUTH VICTORIA JUBILEE 
INFIRMARY, North Shields 


RESIDENT JUNIOR CASUALTY OFFICER 
for whole-time duty in Casualty Department, which 
is under the direction of a Senior Casualty Officer 
or S.H.O. grade according to experience 
Applications, with names of two referees, to Group 
Secretary, Preston Hospital, North Shicids. (4681) 


BOSTON COMBINED HOSPITALS (319 beds) 


Boston General Hospital 


CASUALTY AND SENIOR HOUSE OFFICER 
IN PAEDIATRICS 
three posts Resident Vacamt March 
Recognized Casualty post under para- 
graph 23 (a) F.R.CS. Regulations Locum wel- 
comed for interim period Details of age. quali 
fications, posts held, and two names for reference, 
to the Hospital Secretary, Boston General Hospital, 
South End, Boston, Lincs (4417) 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Lianelly Hospital (164 beds), Lianelly 


One of 
31, 1957 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER 

in the Casualty Department of the above hospital. 

Full particulars, stating age, experience, and quali- 

fications, together with copies of two recent testi- 


monials, should be forwarded to the Hospital 
Secretary T. E. Jones, Group Secretary (4402) 
HERTFORD COUNTY HOSPITAL (173 beds) 


(Hospital situated 21 miles from Loadoa) 


RESIDENT CASUALTY OFFICER 
(Senior House Officer grade) 
with attachment to Pacdiatrician and Ophthalmic 
Consultant. Salary £745 per annum, less £150 per 
annum residential emoluments Recognized under 
F.R.C.S. regulations Appointment to commence 
immediately Apply, with full details and refer- 
ences, to Group Secretary, Hertford H.M.C., 
County Hospital, Hertford, Herts (4291) 


ROYAL SOUTH HANTS HOSPITAL 
Southampton (278 beds) 
(Recognized for F.R.C.S.) 


CASUALTY OFFICER 
(Senior House Officer grading) 
required beginning April. Applications, with copies 
of testimonials, to be submitted as soon as possible 
to the Sccretary, Southampton Group Hospital 
Management Committee, Bullar Strect, Southamp- 
ton (4915) 


THE GUEST HOSPITAL, Dudley (154 beds) 


SENIOR HOUSE OFFICER (Casualty) 
Post now vacant. Apply Group Secretary, Guest 
Hospital, Dudicy, Worcs (6658) 


UPTON HOSPITAL, Slough 


SENIOR HOUSE OFFICER (Caswalty) 
required, working with Casualty Registrar, for busy 
Casualty Department. Post recognized for F.R.C.S. 
Experience provided in orthopaedic and hand sur- 
gery. Resident post. Application, with names of 
two referees, to Secretary by March 28 (4439) 


LEICESTER ROYAL INFIRMARY 


Applications are invited for the pre-tegistration 


post of 
HOUSE SURGEON 

for casualty duties, vacant April 1. The depart- 

ment is a new one staffed by one Consultant and 

two Senior House Officers. Applications, in writing, 

stating age, experience and qualifications, together 

with copies of recent testimonials, to the Group 

Secretary, Leicester Royal Infirmary, immediately. 
(Pr.9835) 


LISTER HOSPITAL, Hitchin, Herts 
CASUALTY OFFICER (Resident) 


required, for duty with Accident Service and as 
Orthopaedic House Surgeon. Recognized as pre- 


registration post Vacant carly April Applica- 
tions to Medical Administrator, Lister Hospital 
(Pr.4723) 


ST. GILES’ HOSPITAL, Camberwell, 5.5.5 
HOUSE SURGEON (Casualty duties, with some 
general surgical, E.N.T. and Eye beds) 
Recognized pre-registration post Applications, 
with copy testimonials or names of referees, to 
Group Secretary, Camberwell H.M.C., Dulwich 
Hospital, East Dulwich Grove, S.E.22 (Pr.4682) 
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CHEST AND TUBERCULOSIS 
(see also THORACIC SURGERY) 


BIRMINGHAM (SANATORIA) GROUP 


WHOLE-TIME ASSISTANT CHEST PHYSICIAN 


(£1,575-—-£2,025 p.a.). Duties at Romsicy Hill Hos- 
pital, Halesowen, Birmingham (133 beds), Tuber- 
ulous diabetic unit (25 beds), and Birmingham 
Chest Clinic Resident Single accommodation 


only 1S copies application, naming three referecs, 


to Secretary, R.H.B.. 10, Augustus Road, Birm- 
ingham, 15, by April 22, 1957. Candidates may 
visit hospitals (4779) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Clare Hall Hospital, South Mimms, near Barnet, 
Herts (405 beds for tuberculosis and diseases of 
the chest, including 90 for Thoracic Surgery) 


MEDICAL REGISTRAR 
required. Duties mainiy medical but some alloca 
tion to dutics in surgical wards. Good training in 
gencral medicine essential and experience in diseases 
of the chest desirable Appiication forms obtain- 
able from, and returnable to, Group Secretary, 
Barnet Group H.M.C., 1, Wellhouse Lane, Barnet, 
Herts, by April 10, 1957 (4940) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


MEDICAL REGISTRAR IN CHEST DISEASES 
required at Hareficld Hospital, Hareficld, Middlesex 
Previous experience in general medicine and in the 
treatment of tuberculosis essential The hospital 
has approximately 450 beds for the treatment of 
Tuberculosis im all its forms, a non-tuberculosis 
Thoracic Surgical Unit of 90 beds, and 100 General 
Medical and Surgical Beds Application forms 
obtainable from, and returnabic to, the Group 
Secretary, Hareficid and Northwood Group 
H.M.C.. Mount Vernon Hospital, Northwood, 
Middlesex, by April 6. 1957 (4962) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Barnsley Chest Service 


WHOLE-TIME REGISTRAR (Chest Diseases) 
required. Single accommodation available at Wath- 
wood Hospital. Duties at the hospital and Barns- 
ley Clinics under the supervision of the Consultant. 


Appointment for one year in first instance. Apply 
to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood Road, Shefficld, by April 1, 1957, 


giving age, nationality, qualifications, present and 
previous appointments (with dates), naming three 
referees (4724) 


CLWYD AND DEESIDE HOSPITAL 
MANAGEMENT COMMITTEE 


JUNIOR HOSPITAL MEDICAL OFFICER 
required at the above hospital. Tenure of post 
limited to three years Applications, with two 
testimonials, to be sent forthwith to Group Secre- 
ary, “ Rhianfa,”’ Russel! Road, Rhy!. (4725) 


ST. WULSTAN’S HOSPITAL, Matvern (230 beds) 


RESIDENT MEDICAL OFFICER (J.H.M.0.) 
required. Good experience in modern treatment 
of pulmonary tuberculosis. Work mainty medical, 
but hospital has own Thoracic Surgical Unit. Ap- 
plications to Physician Superintendent (4188) 


GODALMING, MILFORD AND LIPHOOK 
GROUP HOSPITAL MANAGEMENT 


COMMITTEE 
King George V Hospital for Diseases of the Chest, 
Godatming, Surrey 
SENIOR HOUSE OFFICER (Resident) 
Salary and deduction for board, lodging, etc., 
in accordance with National scales, £745 All 
modern forms of treatment carried out, including 
major thoracic surgery. a proportion of the beds 
being set aside for non-tuberculous chest cases, 


both medical and surgical The hospital is 
associated with a chest clinic. Apply, giving names 
of three referees, to the Physician Superintendent, 
not later than April 6, 1957 (4726) 


BROMPTON HOSPITAL, S.W.3 


Applications invited for the following posts : 
NON-RESIDENT HOUSE PHYSICIAN 
for which there are two vacancies, for six months 
from June 1, 1957. Duties include work in Out- 
patient Department and wards. Salary at the rate 
of £525 per annum 
RESIDENT HOUSE PHYSICIAN 

for which there are two vacancies, for cight months 
from June 1. 1957. Duties include work in Out- 
patient Department, wards, Cardiac and E.N_T. 
Depts. Salary at the rate of £525 per annum 

Applications. stating age, qualifications (with 
dates), nationality, and appointments held, together 
with copies of testimonials. by April 6, 1957. to 
Kenneth A. F. Miles, House Governor (4839) 
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Chest and Tuberculosis—contd. 
THE LONDON CHEST HOSPITAL 
Hospitals for Diseases of the Chest 


Two vacancies occur June 1, 1957, for 
RESIDENT HOUSE PHYSICIAN 
Appointment for six months, four in London, two 
at the Country Branch, near Letchworth, and post 
graded as House Officer. Duties include the Out- 
patient Department and Refill Clinic as well as 
wards Applications, stating date of birth, quali- 
fications (with dates), and previous appointments 
held. with copies of three testimonials, should 

reach the undersigned not later than April 12 
Thomas Brown, House Governor, London Chest 
Hospital, E.2 (4984) 


DENTAL 
THE UNITED SHEFFIELD HOSPITALS 


Applications invited for the non-resident post of 
DENTAL REGISTRAR 
to the Plastic and Jaw Unit 
at the Royal Hospital Annexe, Fulwood. Appli- 
cations, stating age. qualifications and experience, 
with the names of three referees, should be sent 
immediately to the Chief Administrative Officer, the 
United Shefficid Hospitals, West Street, Shefficid, 1 


(4900) 
DERMATOLOGY 
NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Central Middlesex Hospital, Park Royal, N.W.10 


SENIOR REGISTRAR 
required for two or possibly more sessions in the 
Dermatological Department Previous experience 
in dermatology essential. Post now vacant. Hos- 
pital may be visited by dircct appointment. Appii- 
cation forms from, and returnable to, Group Sec- 
retary, Hospital Management Committee, at Central 
Middiesex Hospital, Park Royal, N.W.10, by 
April 1, 1957 (4941) 


THE UNITED CARDIFF HOSPITALS 


Applications are invited for the appointment of 
REGISTRAR IN DERMATOLOGY 

at the Cardiff Royal Infirmary. Application forms 

are available from the Secretary to the Board at 

the Cardiff Royal Infirmary, Newport Road, Car- 

diff, and should be returned within 14 days of 

the appearance of this advertisement (4881) 


NORTHAMPTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Harborough Road Hospital (112 beds) 


Vacancy April | for 
DERMATOLOGICAL HOUSE OFFICER 
Duties include some House Physician work and 
also some responsibility for dermatological patients 
at Northampton General Hospital. Six months’ 
appointment in first instance Picase apply to 
S. G. Hill, General Hospital, Northampton. (9504) 


EAR, NOSE, AND THROAT, ETC. 


AMENDED ADVERTISEMENT 
WESTERN REGIONAL HOSPITAL BOARD 
Applications are invited for the following 

appointment : 
CONSULTANT EAR, NOSE AND THROAT 
SURGEON 


in charge of the Ear, Nose and Throat Department. 
Western Infirmary, Glasgow The appointment 
will be part-time on the basis of seven notional 
half-days per week. Applications (16 copies), 
stating date of birth, qualifications, experience, 
present appointment, and the names of three 
referees, to reach the Sccretary, Western Regional 
Hospital Board, 64, West Regent Strect, Glasgow, 
C.2, not later than 30 days after the publication 
of this advertisement. (4902) 


OXFORD REGIONAL HOSPITAL BOARD 


REGISTRAR IN E.N.T. SURGERY 
to the hospitals of the Aylesbury /High Wycombe 
Area. The post is recognized for the D.L.O. and 
F.R.C.S. The appointment will be for one year 
and cligible for extension to a second year. Appli- 
cations, on forms obtainable from the Secretary, 
Registrar Committee, 43, Banbury Road, Oxford, 
to reach him by April 5. (4702) 


SALISBURY GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Salisbery General Hospital 


Applications are invited for the appointment of 
REGIS 

to the Ear, Nose and Throat Department. Post 

recognized for D.L.O. and F.R.C.S. Application 

forms obtainable from, and must be returned to, 

Group Secretary, Odstock Hospital, Salisbury, 

Wilts (4692) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Wandsworth Hospital Group 
St. James’ Hospital, Balham, S.W.12 


REGISTRAR (E.N.T.) 

Resident Post vacant April 1 Application 
forms, obtainable from Group Secretary at above 
address, to be completed and returned by April 6 
(0176) (4801) 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormoad Street, Loadon, W.C.1 


There will be a vacancy on July 1, 1957, for a 
RESIDENT REGISTRAR (Registrar grade) 
to the Ear, Nose and Throat Department. Further 
particulars and forms of application, which must 
be returned not later than Monday, April 22, 1957 
are obtainable from the undersigned —H. F 
Rutherford, House Governor and Secretary. (4918) 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the non-resident 
post of 
3.H.M.O. to the E.N.T. and other special 
Departments (Dermatology, Oral Surgery, 
Broachoscope Clinic, etc.) 
at the C. and A. General and Minffordd Hospitals. 
Bangor. The successful applicant will be expected 
to reside within casy reach of both hospitals 
Salary and conditions of service in accordance with 
Whitley Council agreements. Applications, stating 
age, nationality. qualifications, experience, together 
with names and addresses of two referees, to be 
sent to the Group Secretary, Plas Gwyn, 
Ffriddoedd Road, Bangor, by not later than March 
30, 1957 (4882) 


BEAUMONT HOSPITAL, Lancaster 
E.N.T.) 


for a mewly-constructed, self-contained Ward and 
Theatre Unit, with attendance at Out-paticnts at 
Lancaster, Kendal and Morecambe Applications, 
with names of two referees, to Group Secretary, 
Roya! Lancaster Infirmary, Lancaster (4903) 


BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT COMMITTEE GROUP 
HOSPITALS (78 beds) 

SENIOR HOUSE OFFICER 
for duties in the E.N.T. Department. Vacant mid- 
March Recognized for F.R.CS. and DLO 
Applications, with details of experience, ctc, 
together with the names of two referees, to be sent 
to the Administrative Officer, Royal Sussex County 
Hospital, Brighton, 7. (9945) 


SOUTH MANCHESTER H.M.C. 


Wythenshawe Hospital, Manchester, 23 


Applications are invited for the post of 

SENIOR HOUSE OFFICER (E£.N.T.) 
This post is recognized by the Royal Collere of 
Surecons of Engiand as a Senior House Officer 
(E.N.T.) post. Applications, stating age, qualifica- 
tions, present post, experience, and names of two 
referees, to be forwarded to the Group Secretary, 
Withington Hospital, Manchester, 20, within 7 days 
of the appearance of this advertisement (4811) 


METROPOLITAN EAR, NOSE AND THROAT 
HOSPITAL AT ST. MARY ABBOTS HOSPITAL 
Marloes Road, Kensington, W.8 


HOUSE SURGEON (E.N.T.) 
required, Post recognized for D.L.O Resident 
appointment for six months in first instance. Ap- 
plications by March 30, 1957, on forms obtain- 
able from the Hospital Secretary, St. Mary Abbots 
Hospital (4802) 


THE ROYAL HOSPITAL, Wolverhamptos 
(Ae Associated He i of the Birmingham 
University Medical School) 


HOUSE OFFICER (Pre-registration) 
E.N.T. Department. recognized for the D.L.O 
and F.R.C.S. examinations. Vacant now. Appii- 
cations, with copies of testimonials, to Secretary. 

(Pr.4405) 
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‘ELECTROENCEPH ALOGRAPHY 
THE NATIONAL MOSPITALS FOR NERVOUS 
ELECTROENCEPHALOGRAPHY 


Applications are invited from registered medicai 
Practitioners for the appointment of 
REGISTRAR (whole-time) 
in the Department of Applied Electro-Physiology 
at the National Hospital, Queen Square, W.C.! 
This post carries the grade of Registrar The 
appointment will be for one year in the first 
instance with cligibility for re-appointment. Appli- 
cations, giving the names of three referees, to be 
sent to the undersigned not later than March 0. 
1957.-H. Ewart Mitchell, Secretary to the Board 
of Governors, the National Hospitals for Nervous 
Diseases, Queen Square, W.C.1 (4844) 


GERIATRICS 
ORPINGTON HOSPITAL, Orpington, Kent 


RESIDENT SENIOR HOUSE PHYSICIAN 
(Male or Female) 
for Geriatric Dept. Post, vacant June 1, offers 
good clinical experience and opportunity for higher 
studies. Hospital may be visited by appointment 
Applications, with copies two recent testimonials, 
to Physician Superintendent (4854) 


ST. DAVID'S HOSPITAL, Cardiff 


RESIDENT SENIOR HOUSE OFFICER 
required for Geriatric Unit (200 beds), commencing 
May 1, 1957 Form of application from Group 
Secretary, Cardiff Hospital Management Committee. 
44, Cathedral Road, Cardiff, (4727) 


INFECTIOUS DISEASES 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


South Middlesex Hospital, Mogden Lane, Isleworth 


REGISTRAR (Whole-time) 

Resident Vacant April Hospital admits all 
types of infectious diseases and offers wide clinical 
expericnce Excellent opportunities for post 
graduate studies Candidates may visit hospital 
by direct appointment with Physician Superinten- 
dent Application forms obtainable from, and 
returnable to, Group Secretary, West Middlesex 
Hospital, Isleworth, by April 3, 1957 (4933) 


BOARD OF MANAGEMENT FOR 
AND DISTRICT HOSPITA 


Applications are invited trom suitably qualified 
medical practitioners for the following appointment : 


G LD. Hospital, Greenock 
RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER 


Good experience offered in the diagnosis and treat- 
ment of infectious diseases. including venereal 
diseases Well equipped Clinical Laboratory. 
Applications, giving details of age, experience and 
qualifications, together with copies of three recent 
testimonials or names of referees, should be for- 
warded to the Group Secretary and Treasurer, 47. 
Eldon Street, Greenock, not later than March 28, 
1957. The above appointment will be subject to 
the National Health Service (Scotland) (Super- 
annuation) Regulations (4904) 


THE UNITED CAMBRIDGE HOSPITALS 


SENIOR HOUSE ¢ OFFICER (Resident) 
at Brookficlds Hospital for Infectious Discases, 
Poliomyelitis and Tuberculosis, with some gencral 
medical work. Appointment for 6 to 12 months 
from mid-April Applications, stating age. quali- 
fications and experience (with dates), and copies 
of three testimonials, to Secretary, Addenbrooke's 
Hospital, Cambridge, by April 6 (4728) 


EASTERN HOSPITAL (FEVERS), London, E.9 


REGISTERED HOUSE PHYSICIAN 
Duties may include some work in chest unit. 
Facilities for postgraduate study for higher quati- 
fications. Applications to Group Secretary, Hack- 
ney Hospital, London, E.9, by April 6, quoting 
EH /HO (4851) 


IPSWICH GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


St. Helen's Hospital, Ipswich 
(100 beds for Infectious Diseases. Pulmonary Tuber- 
culesis, and Long-stay Orthopaedics. The area 
Chest Clinic is in the hospital) 


HOUSE PHYSICIAN 
required (post-registration appointment) Accom- 
modation available for married man. Applications 
to John Williams, Group Secretary, at the ——_ 
and East Suffolk Hospital (Angicsea Road Wing 
Ipswich. 


| 
~ 
| 
" 
ast 
— 
| 
| 
= | 
— 
| 
Pu 


28 
MEDICINE 
SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


Applications are invited for the post of a whole 
Or maximum part-time 
CONSULTANT PHYSICIAN 
to the Edinbureh Southern Group of Hospitals 
Duties will be mainly at the Bruntsfield Hospital 
for Women and Children, Deaconess Hospital and 


Longmore Hospital Further particulars can be 
obtained from the Secretary of the South-Eastern 
Regional Hospital Board Applications, giving 


Particulars of age qualifications and previous 
experience, together with the names of three 
referees, should be sent to the Secretary 11 
Drumsheugh Gardens. Edinburgh, 3, by April 20 

(4883) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications are invited for the post of 

REGISTRAR IN GENERAL MEDICINE 
to the Burnicy and District Group of Hospitals 
Excellent resident accommodation is available for 
single or married applicants The post provides 
wide experience in gencral medicine Applications 
together with the names and addresses of two 
referees, should be addressed to the Group Secre- 
tary, Burniey General Hospital (4884) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


REGISTRAR PHYSICIAN 
whole-time for South Shields group of hospitals 
General Hospital, 602 beds. Single accommodation 
available Applications, with names and addresses 
of three referees, to S$.A.M.O., Regional Hospital 
Board. Benficld Road, Newcastle upon Tyne, 6 
within fourteen days (4729) 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


REGISTRAR IN MEDICINE 
at Leith Hospital (a general hospital of 170 beds) 
Apply. giving particulars of age, qualifications, and 
previous experience, together with the names of 
two referees. to the Secretary. 11, Drumsheugh 
Gardens, Edinburgh, 3, by April 13 (4818) 


THE LONDON HOSPITAL, Whitechapel, E.1 
and THE NORTH-EAST METROPOLITAN 
REGIONAL HOSPITAL BOARD 


Applications are invited for the post of 
SENIOR REGISTRAR IN GENERAL MEDICINE 
A higher qualification in medicine is required The 
appointment will be for one year, renewable for a 
maximum of four The first two years will be 
spent at the London Hospital and the remainder 
at the Chelmsford Group based on St. John’s Hos 
pital, or on a special department or on research 
work Applications (12 copies), giving the names 
and addresses of three referees, should be received 
by the undersigned by April S$, 1957.—H_. Brierley 
House Governor (4926) 


UNIVERSITY COLLEGE HOSPITAL 
Gower Street, W.C.1 


Applications are invited for the post of 
MEDICAL REGISTRAR 
for one year in the first instance from May 1, 1957 
or as soon as possible thercafter The post will 
include a period of duty at the Whittington Hos 
pital, London, N.19. Preference will be given to 
candidates holding higher qualifications Applica- 
tions, with the names of two referees, to Adminis- 
trator and Secretary by April 6, 1957 (4828) 


HOSPITAL 
. John’s Gardens, $.W.1 


Applications invited for post of 
SENIOR MEDICAL REGISTRAR 
for one year in first instance from June 1, 1957 
Candidates must be M.R.C.P.(London) Applica- 
tions (12 copies), with names of two referees. to 
House Governor by April 6 (4870) 


HUDDERSFIELD, ST. LUKE'S HOSPITAL 
(252 beds) 


Applications are invited for the post of 
RESIDENT MEDICAL OFFICER 
Gunter Hospital Medical Officer grade) 
at the above hospital, to commence duties on 
March 25. 1957 The hospital caters for chronic 
sick, children. maternity, and acute medical and 
surgical paticnts Salary in accordance with the 
terms and conditions of service for hospital medical 
and dental staff, £775 by £50 to £1,075 House 
available for married andidate Applications 
together with copies of three recent testimonials 
to De sent to the undersigned as soon as possibic 
H. }. Johnson, Secretary to the Management 

the Royal Infirmary, Huddersfield 
(4298) 
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LINCOLN NO. 1 HOSPITAL MANAGEMENT 
COMMITTEE 


John Coupland Hospital, Gainsb ch (40 beds) 


Applications are invited for the post of 

RESIDENT MEDICAL OFFICER 
which will become vacant on April 1, 1957. The 
Hospital has a number of both medica! and sur- 
gical beds. Salary is in accordance with J.H.M.O 
grade of the terms iaid down for Hospital, 
Medical and Dentai Staffs Married quarters are 
available Applications giving full particulars, 
should be forwarded as soon as possible to the 
undersigned.—R.  W Howick, Group Secretary. 
County Hospital, Lincoln (4406) 


BECKENHAM HOSPITAL, Keat 


SENIOR HOUSE OFFICER (Medical) 
required for one year from April 30. Duties mainly 
in medical wards and out-patient departments under 
consultant supervision Responsibility for super- 
vision of two other House Officers, for whom 
S.H.0. will be required to undertake occasional 


relief duties Apply, stating age, qualifications 
and experience. and naming three referees, to 
Administrative Officer (4855) 


BISHOP'S STORTFORD AND DISTRICT 
HOSPITAL, Rye Street, Bihop’s Stortford, Herts 
(67 beds—Medical, Surgical and Maternity) 


Applications are invited from registered medical 
practitioners for the post o 

RESIDENT SENIOR HOUSE OFFICER (Male) 
Salary 4745 per annum, less £150 for residential 
emoluments. To commence April 1S, 1957. Appli- 
cations, stating age, nationality, qualifications and 
experience, with copies of recent testimonials or 
names of referees. to Hospital Secretary, Herts 
and Essex General Hospital, Bishop's Stortford 
Herts (4836) 


BRISTOL. -SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE 


Required at Southmead Hospital (570 beds. 

including 133 maternity) 
RESIDENT SENIOR HOUSE OFFICER 
(Medical) 

for 12 months commencing May 15, 1957. Appli- 
cations to be forwarded to the Group Secretary, 
Southmead Hospital, Bristol, not later than March 
31, 1957 (4871) 


DONCASTER HOSPITAL MANAGEMENT 
COMM E 


HOUSE PHYSICIAN (Senior House Officer) 
required between Western Hospital, Doncaster, and 
Doncaster Royal Infirmary Resident at Western 
Hospital Applications to the Group Secretary at 
Doncaster Royal Infirmary (4730) 


MID-SUSSEX HOSPITAL MANAGEMENT 
COMMITTEE 


Cuckfield Hospital, Cuckfield, near Haywards 
Heath, Sussex 


SENTOR HOUSE PHYSICIAN 
Post vacant April 12, 1957. and tenable for 
twelve months Applications, stating experience, 
age, nationality and qualifications, to Group Secre- 
tary. within one week of advertisement (4731) 


MINEHEAD AND WEST SOMERSET HOSPITAL 
Minehead, Somerset 

Applications are invited for the post of 

RESIDENT MEDICAL OFFICER (5.H.0.) 
with care mainly of medica! cases under Consultant 
Staff One other* Senior House Officer Six 
months or one year appointment vacant April 16 
1957 Salary £745 per annum Applications to 
the Secretary, Minehead and West Somerset Hos 
pital, Minchead, Somerset (4599) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital, Plymouth 


SENIOR HOUSE OFFICER IN GENERAL 
MEDICINE 
Vacant June 12. 1957.—F. Hall, Deputy Group 
Secretary. 7. Nelson Gardens, Stoke. Plymouth 
(9965) 


SCUNTHORPE MANAGEMENT 
COMMITTEE 


War Memorial Hospital, Scunthorpe (262 beds) 


Vacancy for 
HOUSE PHYSICIAN (one of two) 
end of April. Pre-registration or S.H.O.. accord- 
ing to experience. Busy department with medicine 
pacdiatrics, skifts and cyes. with busy out-patient 
clinics offering good experience Applications. 
faming two referees, to Group Secretary (4441) 


Marcu 23, 1957 


SOUTHERN GENERAL HOSPITAL 
Glasgow 1 


SENIOR HOUSE OFFICER IN MEDICINE 

Write immediately to Secretary Board ot 
Management for Glasgow South-Western Hospitals, 
1301, Govan Road, Glasgow, S.W.1, naming two 
referees (4823) 


CENTRAL MIDDLESEX HOSPITAL 
Royal, N.W.10 


RESIDENT HOUSE OFFICER 
required General Medical and Cardiologica 
Department (post-registration) Post vacant May 
8, 1957 Apply, with two testimonials, to Medica) 
Director by March 30, 1957 (4942) 


CLWYD AND DEESIDE HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Alexandra Hospital, Rhy! (138 beds) 


5 


Applications are invited from pre-registration « 
registered medical practitioners for the post of 
HOUSE PHYSICIAN 
for the departments of medicine and paediatrics at 


the above hospital Applications, with two testi- 
monials, to be sent forthwith, to Group Secretary 
“ Rhianfa.” Russell Road, Rhyl (4732) 


MILLER GENERAL HOSPITAL (180 beds) 


HOUSE PHYSICIAN 
Vacant mid-May, 1957 Six months’ appoint 
ment National salary and conditions Applica- 
tions and testimonials to Secretary, G and D 
H.M.C.. St. Alfege’s Hospitai, S.E.10 (4558) 


BARNET GENERAL HOSPITAL 
Welthouse Lane, Burnet, Herts (461 beds) 


HOUSE PHYSICIAN (Medicine and Paediatrics) 
Pre-registration. Post vacant April § Prefer- 
ence given to those having held one appointment 
Applications, giving age, qualifications, and copies 

of two recent testimonials, to Hospital Secretary 
(Pr.4979) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 
Christchurch Hospital, Hants 
HOUSE PHYSICIANS (P.R.L) 
required for posts becoming vacant on May 9 and 
June 1 respectively at the above hospital, which is 
now being upgraded by the opening of an Opera- 
ting Theatre and $6 surgical beds. The total bed 
compiement of 334 also includes 79 acute medical 
34 pacdiatric, 6 chest diagnostic and a geriatric 
ward Duties also include attendance at out- 
patient clinics at the Royal Victoria Hospital, 
Boscombe Applications. with copies of  testi- 
monials, to the Hospital Secretary at the hospital! 

(Pr.4703) 


CITY GENERAL HOSPITAL, Stoke-on-Trent 


Applications invited for 
HOUSE OFFICER (Medical) 
vacant early April Recognized pre-registration 
Post Detailed applications to Group Secretary. 
Hospital Management Committee. Princes Road. 
Stoke-on-Trent (Pr.4733) 


COVENTRY AND WARWICKSHIRE HOSPITAL 
(354 beds) 


HOUSE OFFICER IN GENERAL MEDICINE 
Pre-registration Resident Vacant mid-April 
Applications to Hospital Secretary, Coventry ant 
Warwickshire Hospital, Coventry (Pr 


DULWICH HOSPITAL 
East Dulwich Grove, §.£.22 


Applications are invited for appointment as 
HOUSE OFFICER (General medical duties, also 
some neurology and skin beds) 
Recognized for pre-registration purposes Vacant 
May 2. Apply. giving age, qualifications, etc., with 
copy testimonials or names of two referees, to 
Group Secretary, Camberwell H.M.C., Dulwich 

Hospital, $.£.22, not later than April 8, 1957 
(Pr.4734) 


HOSPITAL OF ST. Cross, Rugby (156 beds) 


HOUSE PHY SICIAN 
Recognized pre-registration Vacant mid-April. 
Applications to Hospital Secretary, Hospital of St. 
Cross, Rugby (Pr 4470) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
(Heath Road Wing), (280 beds) 


Applications invited for 
HOUSE PHYSICIAN (Pre-registration) 
Post vacant on May |, 1957. Applications, with 
full particulars, and copies of three recent testi- 
monials, to the Hospital Secretary. (Pr.4735) 


Marcu 23, 1957 
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Medicine—contd. 


KING'S LYNN AREA HOSPITALS 
MANAGEMENT COMMITTEE 


West Norfotk and King’s Lynn General Hospital 
(146 beds) 


Applications are invited for the post of 
HOUSE OFFICER (Medicine) 

(Post recognized for Pre-registration) 
Appointment will be for six months in the first in- 
stance Post vacant carly April. Eight Residents 
employed The appointment offers valuable ex- 
perience in acute medical, ophthalmic, and chest 
work Applications, with names and addresses of 
two referees, to be forwarded, as soon as possibic, 
to the Group Secretary of the above Committec, 
c o St. James’ Hospital, King’s Lynn. (Pr.4736) 


LEEDS REGIONAL HOSPITAL BOARD 


HOUSE PHYSICIAN 
Recognized Pre-registration posts will be avail- 
able for the six months commencing May 1, 1957, 
in the following hospitals approved under the 
Medical Act, 1950 
County Hospital, York (222 beds)—1 vacancy 
Hull Royal Infirmary and Sutton (281 beds)— 


1 vacancy 

Pinderficlds General Hospital, Wakefield (663 
beds)>—2 vacancies. 

General Hospital, Dewsbury (119 beds)—1 
vacancy 


Huddersfield Royal Infirmary (285 beds)}—1! vac- 
ancy 14) 

Royal Halifax Infirmary (301 beds)—1 vacancy 

Halifax General Hospital (425 beds)—1! vacancy 

St. Luke's Hospital, Bradford (828 beds)—2 
vacancies 

Otley General Hospital (170 beds)—1 vacancy 


St. James's Hospital, Leeds (1,539 beds)}—10 
vacancies 
*Seacroft Hospital, Leeds (120 beds)—2 vacan- 


cies. 
*Recognized for D.C.H 
Application forms can be obtained from the 
Senior Administrative Medical Officer. Park Parade. 
Harrogate, or from The Dean, School of Medicine 
Thoresby Place, Leeds, 2. and should be returned 
to either of the above-named as soon as possible 
Applications may be made in advance of results of 
final examination. Candidates wishing to apply for 
Posts at more than one hospital should complete a 
separate form in respect of each hospital 
(Pr.4737) 


THE NATIONAL HOSPITALS FOR NERVOUS 
DISEASES 
Appointment of 
MEDICAL REGISTRAR (non-resident) 
at Maida Vale Hospital for Nervous Diseases, 
London, W.9 Applications are invited for the 
above full-time appointment Grading as Senior 
Registrar. Preference will be given to a candidate 
holding a higher degree who intends to specialize 
in Neurology Applications, with copies of threc 
recent testimonialg, to be sent to the Sccretary, 
at Maida Vaile Hospital, not later than April 3, 
1957 (4905) 


NEUROSURGERY 
WHITTINGTON HOSPITAL, London, N.19 


SURGICAL REGISTRAR (Whole-time) 
required for Neuro-Surgical Unit. Post vacant May 
1, 1957. Duties may include Neuro-surgical work 
in certain Mental Hospitals Hospitals may be 
visited by direct appointment Application forms 
obtainable from, and returnable to, Secretary, Arch- 
way Group H.M.C., 46, Cholmeley Park, N.6, by 
April 1, 1957 (4739) 


OBSTETRICS AND GYNAECOLOGY 
SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Bristol Clinical Area 

Applications are invited for two appointments as 
CONSULTANT OBSTETRICIAN AND 

GYNAECOLOGIST 
in the Bristol Clinical Arca, the duties mainly at 
Southmead Hospital, Bristol. The appointment 
may be held cither on a whole-time or maximum 
(nine sessions) part-time basis The successful 
candidates, who will have charge of beds at this 
hospital, will also visit other hospitals in the 
clinical area as determined by the Regional Board 
from time to time. Twelve copies of applications, 
stating date of birth, qualifications and experience, 
together with the names and addresses of two 
referees, should be sent to the Secretary of the 
Regional Hospital Board, 27, Tyndalls Park Road. 
Bristol, 8, not later than April 13, 1957 (4874) 


ROYAL SUSSEX COUNTY HOSPITAL (312 beds) 


TWO HOUSE PHYSICIANS 
required beginning of April and May. Pre-regis- 
tration Applications, stating usual particulars. 
and naming two referees. to the Administrative 
Officer, Royal Sussex County Hospital, Brighton 
(Pr.9979) 


ST. ALBANS CITY HOSPITAL 
St. Albans, Herts (384 beds) 


HOUSE PHYSICIAN (House Officer grade) 
equired for one of the two medical firms for 
duties mainly on the acute wards Post vacant 
approximately April 21 and tenable for six months 
Preference given to candidates secking post under 
the Medical Act, 1950 Applications to Secretary. 
Mid-Herts Group Hospital Management Committec. 
leak House, Catherine Street, St. A’bans. (Pr 4469) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


North Ormesby Hospital, Middlesbrough 


Applications are invited for the appointment of 
HOUSE PHYSICIAN 

Mate or female, at the above hospital. The Medical 

Unit consists of 52 beds and has an establishment 

of two pre-registration house physicians, one post 

being already occupied. Applications, stating age, 

qualifications, experience, together with two 


referees, should be addressed to the Hospital 
Secretary. (Pr 4471) 
NEUROLOGY 


NEWCASTLE REGIONAL HOSPITAL BOARD 
CONSULTANT NEUROSURGEON 
whole-time or part-time for a minimum of 9 
notional half-days per week for Tees-side groups 
of hospitals—initially main hospital Hemilington, 
Middlesbrough (274 beds), with approximately two 
sessions per weck at Regional Centre in Newcastic 
General Hospital (838 beds). Unit later to be ac- 
commodated in a new 180-bed accident wing at 
Middlesbrough General Hospital, which will be 
ready in about two years. Appointee will be re- 
quired to do a certain amount of work in mental 
hospitals, and to be available for consultation in 
the southern part of the region. Applications, with 
names and addresses of three referees, to S.A.M.O.., 
Regional Hospital Board, Benfield Road, Newcastle 
upon Tyne, 6, within twenty-cight days. (4738) 


THE BOARD OF GOVERNORS OF THE 

UNITED BRISTOL HOSPITALS AND THE 

SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Applications are invited by the above Boards 
for the joint appointment of 
REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
at the City Maternity Hospital and the Gloucester- 
shire Royal Hospital, Gloucester The appoint- 
ment, which is resident, will be held for one year 
in the first instance and be renewable for a further 
year ; it is recognized for the MR.C.O.G Appli- 
cations, stating date of birth, qualifications and 
experience, together with the names and addresses 
of two referees, should be sent to the Secretary 
of the Regional Hospital Board. 27. Tyndalls Park 
Road, Bristol, 8, not later than March 30, 1957 
(4878) 


THE BOARD OF GOVERNORS OF THE 

UNITED BRISTOL HOSPITALS AND THE 

SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Applications are invited by the above Boards 

for the joint appointment of 
REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 

The appointment will be held for one year in the 
first instance and be renewable for a further year 
The successful candidate will be appointed to work 
for the first year mainiy at Camborne-Redruth 
Hospital, Redruth, Cornwall (56 obstetric and 31 
gynaccological beds), but may be required to under- 
take duties in other hospitals in the Group. The 
post, which is resident. is recognized for the 
MRCOG Applications, stating date of birth 
qualifications and experience, together with the 
names and addresses of two referees. should be 
sent to the Secretary of the Regional Hospital 
Board. 27. Tyndalls Park Road, Bristol, & not 
later than March 30, 1957 (4877) 


THE LONDON HOSPITAL, Whitechapel, ©.1 


Applications are invited for the post of 
REGISTRAR 
to the Obstetric and Gynaecological Department 
becoming vacant on May 31, 1957. Previous experi 
ence in gynaecology and obstetrics essential Appii- 
cations (12 copies), giving the names and addresses 
of three referees, should be received by the under- 
signed by April 5, 1957.—H. Brierley, House 
Governor. (4927) 


WESTMINSTER HOSPITAL 
St. John’s Gardens, §.W.1 


Applications invited for post of 
REGISTRAR 
in Obstetrics and Gynaccology, for ome year in 
first instance from May 1, 1957, or carlier. Appli- 
cations (cight copies), with names of two referees 
to House Governor by March 30 (46054) 


CROYDON GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Purley Hospital (53 beds) 


CLINICAL ASSISTANT 
Two notional sessions weekly in obstetrics. Pay 
ment £175 per annum per notional half-day session 
Previous experience in a Resident Obstetric post 
or possession of D.R.C.O.G. will be an advantage 
Details of duties will be forwarded tw applicants, 
who should apply in writing to George A. Paines, 
Group Secretary, Hospital Management Committee, 
General Hospital, London Road, Croydon. (4704) 


SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Exeter Clinical Area 


Applications are invited for the appointment ot 
CLINICAL ASSISTANT IN OBSTETRICS AND 
GYNAECOLOGY 
to undertake cight weekly sessions in the Torquay 
Group of Hospitals under the direction of the 
Consultant Obstetrician and Gynaccologist. The 
successful candidate, who will work mainly at Tor- 
bay Hospital, Torquay, will also undertake regular 
sessions at Newton Abbot and Paignton Hospitals 
and at other hospitals in the Group. Payment will 
be at the rate of £175 per annum per weekly 34- 
hour session. The appointment will be heid for 
one year in the first instance. Applications, stating 
date of birth. qualifications and experience, together 
with the names and addresses of two referees, 
should be sent to the Secretary of the Regional 
Hospital! Board, 27. Tyndalis Park Road, Bristol. 
8. not later than April 6. 1957 (4875) 


BRISTOL—SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE 


SENIOR HOUSE SURGEON IN OBSTETRICS 
required at Southmead Hospital, Bristol (570 beds. 
including 133 maternity) The person appointed 
will be attached to the Professorial Unit The 
post will be tenable for six months commencing 
May 12. 1957 Applications to be made to the 
Group Secretary, Southmead Hospital, not later 
than March 31, 1957 (4872) 


DONCASTER HOSPITAL MANAGEMENT 


COMMITTEE 
Western Hospital, Doncaster 
Recognized under the Regulations for the 
D.Obst.R.C.0.G. and M.R.C.O.G. (obstetrical 
experience), and approved for pre-registration 
serv the Medical Act, 1950 


Applications are invited for the post of 
OBSTETRICAL HOUSE OFFICER 
(Senlor House Officer or pre-registration post) 
Vacant mid-May Applications should be for- 
warded to the Group Secretary at Doncaster Royal 
Infirmary by March 27 (4421) 


HOSPITAL FOR WOMEN, Soho Square, W.1 
(Affiliated to the Middlesex Hospital) 


Applications are invited for a full-time post of 
RESIDENT SENIOR GYNAECOLOGICAL 
HOUSE OFFICER 
Vacant on July 1, 1957. Appointment is for six 
months, but the holder can apply for an extension 
of six months. Salary in accordance with the terms 
laid down for medical and dental staffs. less a 
deduction of £150 per annum for residential emolu- 
ments appointment is recognized for the 
M.R.C.0.G. examination Applications, stating 
age, nationality, qualifications and experience, sup- 
ported by the names and addresses of two referees, 
must reach the undersigned not later than Monday. 
April 8.—D. C. Emery, Secretary (4807) 


HULL MATERNITY HOSPITAL (74 beds) 


SENIOR HOUSE OFFICER (Obstetrics) 

Applications are invited for the above resident 
appointment and tenable for one year. The post 
is recognized for the Diploma and the Membership 
of the Royal College of Obstetricians and Gynaec- 
cologists. This is the main Maternity Hospital for 
Hull and the East Riding of Yorkshire. The suc- 
cessful applicant will exercise gencral supervision 
over the three resident house surgcons. Applica- 
tions, stating age, qualifications. and experience. 
with names and addresses of two referees, to the 
Hospital Secretary, Maternity Hospital, Hedon 
Road, Hull, as soon as possible (4536) 


IMPORTANT: All intending applicantie 
should read the revised NOTICE at 
top of page 23 
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Obstetrics and Gynaecology—contd. 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


Aberdare General Hospital, Aberdare (102 beds) 


RESIDENT SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 


Applications invited Duties also include work 
in the Casualty Department N.H.S. terms and 
ndition f service Apply, with full particulars 
and pics Of two recent testimonials, t) Group 
Secretary, St. Tydfil’s Hospital, Merthyr Tydfil 
mimediatcly (4940) 
OLVDCHURCH HUSPITAL, Romtord, Essex 
(722 beds) 


SENIOR HOUSE OFFICER 
required in the Obstetric and Gynaccological Unit, 
consisting of 88 obstetric and $2 gynaccological 
beds Post recognized for the DR.C.OG and 
MRCOG Applications should be forwarded im- 
mediately two the Secretary Romford Group 


Oldchurch Hospital, Romford (4408) 
QUEEN CHARLOTTE’S AND CHELSEA 
HOSPITALS 


Queen Charlotte's Maternity Hospital 


JUNIOR OBSTETRIC OFFICER 
(Senior Howse Officer) 
Resident posts tenable for six months from July 


1, 1957 Applications to the House Governor by 
April 6, 1957, on forms obtainable from 339, Gold- 
hawk Road. London, W 6 (4954) 


QUEEN CHARLOTTE’S AND CHELSEA 
HOSPITALS 


Chelsea Hospital for Women 


HOUSE SURGEON (Senior House Officer) 
Resident post, tenable for one year from August 


1, 1957 Applications to the House Governor by 
April 6. 1957. on forms obtainabic from 339, Gold- 
hawk Road. London, W.6 (4955) 


QUEEN MARY'S HOSPITAL FOR THE EASI 
END, Stratford, 


SENIOR OBSTETRIC HOU SE SURGEON 
(male or female) 

(Senior House Officer grade) Six months, com- 

mencing as soon as possible. Post recognized for 

MRCOG Applications, with names of three 

referees, to Group Secretary, West Ham Group 

Hospital Management Committee, Stratford, E.15, 


by March 27, 1957 (4498) 
ST. ALFEGE’S HOSPITAL, Greenwich, 5.E.10 
(367 general ’ 


Appolatment recognized for MU.R.C.0.G. 


RESIDENT SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 


Vacant carly April Appoimtment for one vear 
Previous experience cssecntial Salary £745 per 
annum, less £150 per annum for residence 


Applications, stating age. nationality, qualifications 
experience with recent testimonials, to Secretary 
G. end D./H.M.C.. above hospital (4852) 


UNITED MANCHESTER HOSPITALS 
Saint Mary's Hospitals, Manchester 


Applications are invited for the post of 
SENIOR HOUSE OFFICER IN OBSTETRICS 
vacant June |, 1957 Applicants must have had 
previous hospital experience in general medicine 
and surecry, and in obstetrics The post is recog- 
nized for the purposes of the MR.COG. cxam- 
ination The duties involve clinical responsibility 
for mothers and babics and supervision of the work 
of pre-registration house officer is also included 
The appointment is for twelve months National 
Scales Application forms may be obtained from 
the undersigned and returned not later than April 


1. 1957 \ Wise, General Superintendent, 
Saint Mary's Hospitals, Whitworth Park, Man- 
chester. 13 (4671) 
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HERTS AND ESSEX GENERAL HOSPITAL 
Bishop's Stortford, Herts (400 beds) 


HOUSE OFFICER, OBSTETRICS, etc. 
(male or female), first, second or third post held 
to commence May |, 1957, for a period of six 
months Duties in connection with Obstetric 
Department (32 beds) Neonatal Nursery and 


Paediatric Ward of 24 beds. Salary £425 to £525 
per annum, less £125 in respect of resident facilitics 
Applications stating qualifications navonality 


age. and expcricnce, with copies of testimonials or 
names of two referees, should be sent to the Hos- 
pital Secretar (4976) 


LAMBETH HOSPITAL, Brook Drive, S.E.11 


Applications are invited from pre-registration 
and registered medical practitioners for the position 
of 

RESIDENT HOUSE SURGEON 
in the Obstetric and Gynaecological Unit The 
appointment is for six months from May |, 1957 
It would be a convenience, but not a necessity, if 
the successful candidate could carry out a fort- 
night's locum duty starting from April 17, 1957 
The hospital is recognized for the M.R.C.O.G. and 
D.R.C.O.G Application forms from the Phy- 
sician Superintendent. Stamped addressed envelope 
should be enciosed (4409) 


MARIE CURIE HOSPITAL 
66. Fitvioha’s Avenue, Hampstead, N.W.3 


GYNAECOLOGICAL HOUSE SURGEON 
(Radiotherapy) 
Resident. Required in April. Applications, with 
copies of testimonials two the Administrative 
Officer (4819) 


MARSTON GREEN MATERNITY HOSPITAL 
Lane, Marston Green, sear Birmingham 


HOUSE SURGEON (Obstetrics) 
required, vacant May 1, 1957 121 Obstetric and 
10 Gynaccological beds Recognized for Diploma 
and Obstetric part of M.R.C.O.G. Premature Baby 
Unit Hospital affiliated to Birmingham Medical 
School for training of students. Detailed applica- 
tions, with copies of three récent testimonials, to 
Group Secretary, Dudicy Road Hospital, Birmine- 
ham, 18 (4528) 


PETERBOROUGH AND STAMFORD HOSPITAL 
MANAGEMENT COMMITTEE 


The Memorial Hospital, Peterborough, and 
Obstetric Annexes 


HOUSE SURGEON (Obstetrics and Gynaecology) 

Applications are invited for vacancy on April 28, 
1957 Busy Gynaccological Department and 454 
obstetric beds Unit consists of a Consultant, 
Registrar and two House Surgcons. (Recognized 
for D.Obst.R.C.0.G.) Application forms from 
Secretary (4824) 


PLAISTOW MATERNITY HOSPITAI 
Howards Read, Plaistow, London, 


RESIDENT OBSTETRIC OFFICER 
(House Officer, post-registration) 
required for six months commencing as soon as 
possible The post offers excellent experience as 
sole resident in charge of 60 beds. Apply to Hos- 
pital Secretary not later than March 28, 1957, 
enclosing copies of two testimonials (4974) 


READING COMBINED HOSPITALS 


Area Department of Obstetri and G ogy 
(100 beds) 


Applications are invited from registered and 
provisionally registered medical practitioners (male 
and female) for resident appointment of 

OBSTETRICAL HOUSE SURGEON 
vacant April 10 and tenable for six months. Post 
recognized for Diplomas of Royal College of 
Obstetricians and Gynaccologists Write stating 
age, qualifications (with dates), nationality, and 
present post, with copy of one recent testimonial, 
to Secretary. Battle Hospital, Reading (9927) 
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SORRENTO MATERNITY HOSPITAL 
Birmingham, 13 (106 beds, including 
24 premature baby cots) 

OBSTETRIC HOUSE SURGEON 
Appointment recognized for D.Obst.R.C OG 
Hospital affiliated w Birmingham Medical School 
for training of students Applications for the 
above post, vacant May 1, 1957, to the Obstetrician. 
Sorrento Maternity Hospital, not later than 
March 27 (4444) 


UNITED MANCHESTER HOSPITALS 
Saint Mary's Hospitals, Manchester 


Applications are invited for the post of 

OBSTETRICAL HOUSE SURGEON 
to a@ maternity unit operating temporarily in the 
Whitworth Park Branch of the above-named hos- 
pital, vacant June 1, 1957 The post is super- 
numerary to the establishment recognized for train- 
ing purposes by the Royal College of Obstetricians 
and Gynaccologists Previous obstetrical experi- 
ence is desirabic An opportunity exists for a 
limited amount of gynaecological training during 
tenure of the post National scales Application 
forms, which may be obtained from the under 
signed, to be returned not later than April 1, 1957 
4. R, Wise, General Superintendent, Saint Mary's 

Hospitals, Whitworth Park, Manchester, 13 
(4672) 


NORTH MIDDLESEX HOSPITAL 
Edmonton, N.18 


TWO OBSTETRIC AND GYNAECOLOGICAL 
HOUSE SURGEONS 

Resident Required for May 1: (a) Registercd 
medical practitioner; (b) provisionally fegistered 
Practitioner (second post) Both posts recognized 
by R.C.O.G. for Diploma, and as a combined post 
for Membership. Candidates must have held house 
appointments in cither medicine or surgery. Laree 
obstetric and gynaccological department. Applica- 
tions (in own handwriting), stating agc, nationality, 
qualifications, experience, with copies of recent 
testimonials, to Secretary of hospital by Apri! 2. 
(4943) 


BLACKPOOL VICTORIA HOSPITAL (353 beds) 


HOUSE OFFICER OBSTETRICS AND 
GYNAECOLOGY 
Pre-registration post recognized for M.R.C.O.G., 
available on May 1, 1957. 25 Obstetrical and 32 
Gynaccological beds ; also busy out-patient depart- 
ment Applications, stating age, cxperience, and 
the names and addresses of two referees, should 
be sent to the Hospital Secretary (Pr.4743) 


BURY AND ROSSENDALE HOSPITAL 
MANAGEMENT COMMITTEE 


Fairfield General Hospital. Bury (496 beds) 


Applications are invited for the pre-registration 
post of 

HOUSE OFFICER IN OBSTETRICS AND 

GYNAECOLOGY 

at the above hospital Apply, stating age, quali- 
fications and experience, together with names of 
two referees, to H. Wilkinson, Group Secretary, 
Bury General Hospital, Bury, Lancs (Pr.4934) 


LEEDS REGIONAL HOSPITAL BOARD 


Recognized Pre-registration House Officer posts 
will be available for the six months commencing 
May 1, 1957. im the following hospitals approved 
under the Medical Act, 1950 
Staincliffe General Hospital, Dewsbury (314 beds) 

HOUSE OFFICER (Obstetrics) 
Heddersficld Royal Infirmary (285 beds) 
“HOUSE OFFICER (Obstetrics and Gynaccotogy) 
Princess Royal Maternity, Huddersfield (57 beds) 
"HOUSE OFFICER (Obstetrics) 

St. James's Hospital, Leeds (1,539 beds) 
*HOUSE OFFICER (Gynaecology) 

St. Mary's Hospital, Leeds (216 beds) 
*HOUSE OFFICER (Obstetrics) 
*Recognized for R.C.OG 
, Application forms may be obtained from Senior 
ative Medical Officer, Park Parade, 


BARNET GENERAL HOSPITAL 
Welthouse Lane, Barnet, Herts (461 beds) 


RESIDENT GYNAFCOLOGICAL HOUSE 
St 
Vacant April 15 Recognized for MR.C.OG 
Apply. stating age, qualifications and experience, 
together with copies of two testimonials, to Hos 
pital Secretary (4574) 


CLWYD AND DEESIDE HOSPITAL 
MANAGEMENT COMMITTEE 


St. Asaph Hospital, St. Asaph 
(54 Obstetric Beds 23 Gynaecological Beds) 


Applications are invited from pre-registration or 
registered medical practitioners for the post of 
JUNTOR HOUSE OFFICER 
Post tenatie for six months from May 1, 1957 
Recognized for M.R.C.O.G. and D.Obst R COG 
Applications, with two testimonials, to be sent 
forthwith to Group Secretary. “Rhianfa,”” Russel! 


Mood, Rhyl. (4741) 


READING COMBINED HOSPITALS 


Area Department of Obstetrics and Gynaecology 
(100 beds) 


Applications are invited from registered medical 
practitioners, male and female. for the resident 
appointment of 

GYNAECOLOGICAL HOUSE SURGEON 
at the Royal Berkshire Hospital. Reading. Vacant 
April 1 and tenable for six months Post recog- 
nized for MR.COG Write, stating age and 
qualifications (with dates). nationality, and present 
post, with copy of one recent testimonial. to Sec- 
retary (4217 


ST. DAVID'S HOSPITAL, Cardiff 


RESIDENT OBSTETRICAL HOUSE OFFICER 
(Recognized for M.R.C.0.G.) 

in Maternity Department commencing May 1, 

1957. Form of application from Group Secretary, 

Cardiff’ Hospital Management Committee, 44, 

Cathedral Road. Cardiff (4742) 


ae or from the Dean, School of Medicine, 
Thoresby Place, Leeds, 2 (Pr.4744) 


NEWCASTLE GENERAL HOSPITAL 
Newcastle upon Tyne Hospital Management 
Committee 
Department of Obstetrics and Gynaecology 
(100 beds) 


OBSTETRICAL AND GYNAECOLOGICAL 
HOUSE SURGEON (Resident) 

Vacant May 1, 1957. The post is recognized for 
the purpose of pre-registration service and prefer- 
ence will be given to provisionally registered appli- 
cants who have served six months in a medical or 
surgical post since qualification The department 
is recognized for the diploma of M.R.C.O.G. and 
D.Obst.R.C.0.G., and undertakes the training of 
medical students in the University of Durham. 
Applications should be addressed to the Secretary, 
Newcastie General Hospital. Westgate Road, 
Newcastle upon Tyne, 4, with the names and 
addresses of two referees (Pr.4850) 
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Obstetrics and Gynaecology—contd. 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Sharoe Green Hospital (360 beds 


PRE-REGISTRATION HOUSE OFFICER 


required in Obstetrics and Gynaccology Vacant 
April 6, 1957 Applications, with names of two 
referees, to Group Secretary, Royal Infirmary, 
Preston (Pr.4475) 


OPHTHALMOLOGY 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for two appointments as 
art-tume 


CONSULTANT OPHTHALMIC SURGEON 


ach for the maximum of 9 notional half-days a 
week and to both the Brighton and Lewes and Mid- 
Sussex groups of hospitals. Each appointment will 
include both in-patient work with charge of beds 
and duties at school Clinics. Wide experience in 
the specialty, including major ophthalmic surgery, 
is essential and the possession of a higher qualifi- 
cation is desirable The appointments will be in 
accordance with the Terms and Conditions of Ser- 
vice of Hospital Medical and Dental Staff (England 
and Wales) Candidates may visit the hospitals 
concerned Apply, stating nationality, age, sex, 
qualifications and experience, including details of 
present appointment and of war service, together 
with the names and addresses of three referees, to 
The Secretary, Advisory Appointments Committee, 
South-East Metropolitan Regional Hospital Board, 
It. Portland Place, W.1, not later than April 6. 
1957 (4745) 


THE UNITED BIRMINGHAM HOSPITALS and 
the BIRMINGHAM REGIONAL HOSPITAL 
BOARD 


Applications are invited for the joint appoint- 
ment of 


PART-TIME CONSULTANT OPHTHALMIC 
SURGEON 
The appointment will be held on the basis of five 
notional half~<days weekly, two n.h.d. in the United 
Hospitals (duties at the Children’s Hospital) and 
three o.h.d. in the Birmingham (Dudiey Road) 
Group, duties at the Birmingham Eye Hospital 
The successful candidate may be required to under- 
take postgraduate studies in other approved centres 
either in this country or abroad, for which purpose 
a Fetiowship will be available which will include 
travelling expenses. subsistence allowance and a 
basic salary Applications, naming three referees, 
must be submitted on a form to be obtained from 
the Secretary to the Board of Governors, Queen 
Elizabeth Hospital, Birmingham, 15, and returned 
by April 20, 1957 (4906) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


Special Area of Cumberland and North 
Westmortand 


REGISTRAR IN OPHTHALMOLOGY 


Main duties at the Cumberland Infirmary, 
Carlisic, also duties at the Dumfries and Galloway 
Royal Infirmary Single accommodation at Cum- 
berland Infirmary Applications, with names of 
up to three referees. to S.A.M.O., 72, Warwick 


Road, Carlisic, within 14 days (4825) 
SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Wandsworth "Hospital Group 
St. James’ Hospital, Balham, W.12 


PART-TIME REGISTRAR 


seven sessions per week, for Ophthalmic Unit 
(18/20 beds and out-patient clinics). Resident or 
non-resident Post vacant April 21! Application 
forms obtainable from Group Secretary at above 
address, to be compicted and returned as soon as 
possible (4924) 


THE UNITED SHEFFIELD HOSPITALS 


Royal Hospital 
Applications invited for the non-resident post of 


OPHTHALMIC REGISTRAR 


at the above hospital. Applications, stating age. 
qualifications and experience, with the names of 
three referees, should be sent not later than March 
30, 1957. to the Chief Administrative Officer. the 
United Shefficld Hospitals, West Street, 

) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 
Hull Royal Infirmary 
Applications are invited for the post of 
OPHTHALMIC HOUSE SURGEON 
(Senior House Officer grade) 

for dutics at the Hull Royal Infirmary and the 
Victoria Hospital for Sick Children. Recognized 
for D.O Appointment will be for six months 
terminable by one month's notice cither side 
National salary scales and conditions Applica- 
tions to the Hospital Secretary (4545) 


ORTHOPAEDICS 
THE UNITED BIRMINGHAM HOSPITALS 


and 
BIRMINGHAM REGIONAL HOSPITAL BOARD 


Applications are invited for the joint appoint- 
ment of 

PART-TIME CONSULTANT ORTHOPAEDIC 
AND CASUALTY AND TRAUMATIC SURGEON 
The appointment will be held on the basis of cight 
notional half-days weekly, four n.h.d, in the United 
Hospitals (Casualty and Traumatic duties at the 
General Hospital), and four no.b.d. at the Royal 
Orthopaedic Hospital, Birmingham. The successful 
candidate may be required to undertake post- 
graduate studies in other approved centres cither 
in this country or abroad, for which purpose a 
Fellowship will be available which will include 
travelling expenses and subsistence allowance and 
a basic salary Applications, naming three referees, 
must be submitted on a form to be obtained from 
the Secretary to the Board of Governors, Queen 
Elizabeth Hospital, Birmingham, 15, and returned 
by April 20, 1957 (4885) 


CHARING CROSS HOSPITAL, W.C.2 


FULL-TIME SENIOR REGISTRAR IN 
ORTHOPAEDIC AND FRACTURE SURGERY 
Duties to commence carly in May, 1957. 
F.R.C.S(England) desirabic. Applications, on 
forms obtainable from the undersigned, to be 
returned by April 8, 1987.—Frank Hart, Secretary 
to the Board (4899) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRARS IN ORTHOPAEDIC SURGERY 
(i) St. James's Hospital, Leeds (64 Orthopacdic 
beds) and the Public Dispensary, Leeds Non- 
resident 

(ii) Harrogate General Hospital (38 Orthopacdic 
beds). May include some duties in the Casualty 
Department Non-resident 

Applications, stating age, qualifications and de- 
tails of present and previous appointments (with 
dates). together with the names and addresses of 
three referees, to the Secretary, Joint Registrars 
Committee, Park Parade, Harrogate. by April 4, 
1957 (4746) 


NORTH STAFFORDSHIRE ROYAL 
INFIRMARY (455 beds) 


REGISTRAR, ORTHOPAEDICS 

Some duties at Hartshill Orthopacdic Hospital 
(77 beds). Resident or non-resident—post vacant 
May |! Experience specialty essential Higher 
qualification an advantage Application forms 
from Group Secretary, Stoke-on-Trent Group, 
Princes Road. Stoke-on-Trent, to be returned by 

April 1, 1957. Candidates may visit hospital. 
(4747) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


St. George's Hospital, Lincoln (204 beds) 
(Recognized for training for F.R.C.S.) 


WHOLE-TIME RESIDENT REGISTRAR 
(Orthopaedics) 


with Out-patient Clinic duties at the County Hos- 
pital, Lincoln, required. There are 42 Orthopacdic 
beds Appointment for one year in first instance 
Apply to Secretary, Shefficild Regional Hospital 
Board. Old Fulwood Road, Sheffield. by April 1. 
1957, giving age, nationality, qualifications, present 
and previous appointments (with dates), naming 
three referees (4748) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Doncaster Royal Infirmary (330 
(Recognized for training for F.R.C.S. 


WHOLE-TIME RESIDENT REGISTRAR 
(Orthopaedics) 


required Appointment for one year in first in- 
stance Apply to Secretary, Sheffield Regional 
Hospital Board. Olid Fulwood Road, Sheffield. by 
April 1, 1957. giving age, nationality. qualifica- 
tions, present and previous appointments (with 
dates), naming three referees. (4749) 
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SHEFFIELD REGIONAL HOSPITAL BOARD 


Rotherham Hospital, Doncaster, Gate, Rotherham 
(161 beds) (R for ining for F.R.C.S. 
examination) 


WHOLE-TIME RESIDENT REGISTRAR 
(Orthopaedics and Casualty) 
required Appointment for one year in first in- 
stance Apply to Secretary, Shefficid Regional 
Hospital Board, Old Fulwood Road, Shefficid, by 
April 1, 1957, giving age, nationality, qualifica- 
tions, present and previous appointments (with 
dates), naming three referees (4750) 


THE UNITED LEEDS HOSPITALS 
The General Infirmary at Leeds 


ORTHOPAEDIC REGISTRAR 
required Terms and conditions of service for 
Hospital Medical Staff apply Applications, stating 
age, qualifications, experience (with relevant dates) 
and giving three names for reference, should be 
forwarded to the Sub-Dean, The Medical School, 
Leeds, 2, not later than April 3, i957 (4815) 


HEXHAM GENERAL HOSPITAL (309 beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 
(Orthopaedics) 

Large orthopaedic unit providing excellent experi- 
ence in this branch of surgery Hospital recor- 
nized by Royal College of Surgcons, Furnished 
flat available for which a charge will be made 
Application, with names of two referees, as carly 
as possible, to Group Secretary, General Hospital, 
Hexham, Northumberland (4886) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


HOUSE SURGEON (Orthopaedic) 
required Joint appointment between the Royal 
United and Bath and Wessex Orthopacdic Hos- 
pitals. Post offers experience in cold orthopaedics, 
including children, surgery of arthritis and trau- 
matic surgery The salary scale is £425 per 
annum to £525 of £745 per annum, according to 
experience Applications, stating age, qualifica- 
tions and experience, with two tcstimonials, to 
Group Secretary, Manor Hospital, Coombe Park, 
Bath. Post is recognized for pre-registration pur- 
poses (4751) 


HEXHAM GENERAL HOSPITAL (309 beds) 


SENIOR HOUSE OFFICER (Orthopaedics) 

Large orthopaedic unit providing excellent 
experience in this branch of surgery Hospital 
recognized by the Royal College of Surecons 
Applications, with names of two referees, as carly 
as possible, to Group Secretary, General Hospital, 
Hexham, Northumberland (4887) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Road Wing (356 beds) 


Applications are invited tor the post of 
SENIOR HOUSE SURGEON 
to the Fracture and Orthopaedic Department. 
vacant on April 9. 1957. The post is graded Senior 
House Officer and is recognized for the F.R.C.S 
examinations. The department has two consultants, 
about 60 beds, and a large out-patient attendance 
It offers wide experience Applications, stating 
age, nationality, and experience, together with 
copies of recent testimonials, to the Hospital 
Secretary. (4481) 


OLDHAM ROYAL INFIRMARY 
APPOINTMENT OF SENIOR HOUSE OFFICER 
(Orthopaedics) (Resident) 


Recognized for F.R.C.S. 

Applications are invited for the appointment of 
Senior House Officer in the Fracture and Ortho- 
pacdic Service, becoming vacant on May 1, 1957, 
at the above hospital Applications should be 
forwarded to the Group Secretary, Oldham and 
District Hospital Management Committee, Central 
Offices, Rochdale Road, Oldham (4935) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 
Preston Royal Infirmary (400 beds) 
SENIOR HOUSE OFFICER IN ORTHOPAEDICS 
Post recognized for F R.C.S. Vacant mid-April 


Applications, with names of two referees, to the 
Group Secretary, Royal Infirmary, Preston (4693) 


ROYAL BUCKINGHAMSHIRE HOSPITAL 
Aylesbury 


SENIOR HOU SE OFFICER 
in Accident and Orthonaedic Surgery and Child- 
ren’s Surgery Recognized for FR.C.S. Apply. 
with two recent testimonials, to Secretary-Superin- 
tendent. (4139) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 23 . 
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Orthopaedics—contd. 


ROVAL HAMPSHIRE COUNTY HOSPITAL 
Winchester (315 beds) 


SENION HOUSE OFFICER (Orthopaedics) 
required Post recognized FRCS W idk xperi 


availabic under Arca orthopacds tcam 
Appointment for six month in first imstanc 

Vacant April 4 Applications, with copies of two 
testim to the Group Secretary (4848) 


ST. ANDREW'S HOSPITAL, Bow, E.3 


SENIOR HOUSE OFFICER (Orthopaedic, 
N.1., and Emergency General Sergery) 


required Post vacant Apri iv Applica 
thom, with Opy f at itast on testimontia 
Group Secretary Bow Group HMC Za. Bow 
Road London. I mmodiately (4925) 


SHREWSBURY HOSPITAL GROUP 
Royal Salop tafirmary, Shrewsbury 


ORTHOPAEDIC (ACCIDENT HOUSE SURGEON 
(Senior Howse Officer) 

Successful applicant will be allowed to attend 

for two days a month at the Robert Jones and 

Agnes Hunt Orthopacdic Hospital, Oswestry, for 


posteraduate study, with the Consultant Post 
recognized under revised Fellowship Regulations 
mn respect of six months’ training required 
for the Final Fellowship Examination Vacant 
immediately Applications, with copy testimonials 
to Group Secretary, Royal Salop Infirmary. Shrews- 
bury (4705) 


THE HOSPITAL FOR SICK CHIL ro 
Great Ormond Street, Londoa, W.C 


There will be a vacancy for a 

HOUSE SURGEON (Senior House Officer) 
to the Orthopacdic and Plastic Departments in 
May 1987 Further particulars and forms of 
application, which must be returned not later than 
Aprit 22, 1957, are obtainable from the under- 
siened —H. F. Rutherford, House Governor and 
Secretary (4919) 


THE UNITED LEEDS HOSPITALS 


The General Infirmary at Leeds 


RESIDENT ORTHOPAEDIC OFFICER 
required of Senior House Officer status The post 
will initially be for six months from May 1, 1957 
and will be renewable for a further period of six 
months thereafter Terms and conditions of ser- 
vice for Hospital Medical Staff apply Applica- 
stating age qualifications previous posts 
(with dates) to be sent to the Secretary to the 
Board by April 3, 1957 (4816) 


VICTORIA HOSPITAL, Worksop, Notts 


SENTOR HOUSE OFFICER 
(Orthopacdics and Casualty Department) 
Applications are invited for this extremely busy 
and interesting appointment, which will become 
vacant in carly April Inquiries or applications 
together with two names for reference. to be for- 
warded to Group Secretary, P.O. Box 2. Victoria 
Hospital, Worksop (4423) 


ROYAL BUCKINGHAMSHIRE HOSPITAL 
Aylesbury 


HOUSE OFFICER 
in Accident and Orthopacdic Surgery and Chilid- 


ren’s Surgery Recognized for F.R.C.S Pre- 
registration post, but registered practitioners invited 
to apply Anply with two recent testimonials 
to Secretary-Superintendent (4140) 


ROVAL INFIRMARY, Edinburgh 


Applications are invited for the posts of 
RESIDENT HOUSE OFFICERS (TWO) 
in the Orthopacdic Department, for a period of 
«ix months from April 1, 1957. Applications. stating 
age. qualifications, etc to the Medical Supcrin 
tendent (4981) 


WESTWOOD HOSPITAL, Bevertey, Yorkshire 
(229 acute beds) 


ORTHOPAFDIC HOUSE SURGEON 
(First, second of third post) 

Vacant now Offers good opportunity for general 
experience in busy acute general hospital. Approved 
pre-registration post Fully registered practitioners 
may apply Recognized for F.R.CS Apoly 
Group Secretary (4424) 


AYR COUNTY HOSPITAL, Ayr 
HOUSE OFFICER (Orthopaedics) 


Pre-registration post. Now vacant. Offers wide 
experience under Consultant supervision. Resident 
National terms Apply immediately, Area Medical 
Superintendent. Ballochmyle Hospital, Mauchline 
(Tel Catrine 281) (Pr.4822) 


BRITISH MEDICAL JOURNAL 


BLACKPOOL VICTORIA HOSPITAL (353 beds) 
HOUSE OFFICER (Orthopaedic Surgery) 


Resident pre-registration post recognized for 


FRCS available from April 1, 1957 In the 
main acute general hospital serving the Blackpool 
and Fylde areca Applications, stating agc. cxperi 


ence (if any) and giving the names and addresses 
f tw referees, should be sent to the Hospital 
Secretary (Pr 4683) 


CITY GENERAL HOSPITAL. Sheffield, 5 


Applications are invited for the resident (pre- 

reestration) post of 
HOUSE SURGEON (Orthopaedics) 

vacant on April 6, 1957 Apply. giving full details 
of age, nationality, qualifications, present and pre 
vious appointments (with dates), and the names 
of two persons to whom reference may be made. to 
the Group Secretary. Nether Edge Hospital, Shef 
field, 11 (Pr.4410) 


GUILDFORD ROYAL SURREY COUNTY 
HOSPITAL (233 beds) 


HOUSE SURGEON 
for Orthopaedic and Traumatic Unit The 
post is tenable for six months from April 15 
and is recognized for the F.R.C.S. examination 
and open to pre-registration candidates The unit 


deais with many traumatic cases Applications, 
with copies of three testimonials, should be sent 
to the Hospital Secretary (Pr.4411) 


MANOR HOSPITAL, Nuneaton 


HOUSE OFFICER (Pre-registration) 
in Traumatic and Orthopaedic Surgery 
Vacamt April 7. Applications to Hos- 
pital Secretary (Pr.4752) 


NORTH STAFFORDSHIRE ROYAL 
INFIRMARY 


HOUSE OFFICER (Orthopaedics) 
required Recognized pre-registration post—Hos- 
pital recognized for F.R.C.S Applications, with 
copy testimonials, to Group Secretary, HMC... 
Princes Road, Stoke-on-Trent (Pr.4753) 


SOUTHAMPTON, ROYAL SOUTH HANTS 
HOSPITAL (278 beds) 


ORTHOPAEDIC HOUSE SURGEON 
required Post recognized for pre-registration ser- 
vice and tenable for six months The hospital is 
the centre to which all trauma from a large indus 
trial town and port is directed, thus providing 
excellent experience in the treatment of traumatic 
conditions patients with orthopacdic conditions 
are also drawn from a wide area Applications 
with copies of testimonials, should be sent as soon 
as possible to the Group Secretary. Southampton 
Group Hospital Management Committee, Bullar 
Street. Southampton (Pr.4916) 


SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


West Middlesex Hospital, Islew orth 


HOUSE OFFICER. Orthopaedic Unit (58 beds) 
Vacant Apri! 17, 195 Recognized for F.R.C.S 
Preference given to pre-registration candidates 
plications to Group Secretary, West Middlesex 
Hospital, Isleworth, by April 2 (Pr.4978) 


WHIPPS CROSS HOSPITAL, London, F.11 


Applications are invited for the post of 
HOUSE SURGEON (Pre-registration) 
in the Orthopacdic Department Post recognized 
for the F.R.C.S.. vacant April 1. 1957 Applica- 
tion forms from the Hospital Secretary, to be 
returned’ by April 1, 1957 (Pr 4867) 


PAEDIATRICS 
KING EDWARD VII HOSPITAL, Old Windsor 


RESIDENT PAEDIATRIC REGISTRAR 
required at above hospital with duties at hospitals 
and clinics in Maidenhead and Slough Oppor- 
tunity for wide paediatric and neo-natal experience 


DCH. desirabic Application form from, and 
returnable to, Secretary, Windsor HM.C.. Alma 
Road, Windsor. by March 31 (4447) 


SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD AND UNITED BRISTOL HOSPITALS 


Applications are invited by the above Boards 

for the joint appointment of 
REGISTRAR IN PAEDIATRICS 

The appointment will be held for one year in the 
first instance. commencing on June 18, 1957, and 
will be renewable for a further year. For the first 
year, the successful candidate will work at the 
South Devon and East Cornwall Hospital 
Plymouth When the appointment is renewed for 
a second year. the Registrar will be transferred to 
the United Bristo! Hospitals with main duties in 
the Bristol Royal Hospital for Sick Children and 


Marcu 23, 1957 


the Bristol! Maternity Hospital, a post in which 
the holder is normally appointed Tutor in Chiig 
Health in the University of Bristol Applications 
Stating date of birth, qualifications and expericnce 
together with the names and addresses of tw 
referees, should be sent to the Secretary of the 
Regional Hospital Board, 27, Tyndails Park Road 
Bristol, 8, not later than March 30, 1957 (4876) 


FOUNTAIN GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


JUNIOR HOSPITAL MEDICAL OFFICER 
(National Health Service salary scale) 
Applications are invited from registered medical 
practitioners (male or female, resident or non- 
resident) for the above appointment The Fountain 
Group caters for 660 mentally defective children 
80 adult female defectives, and $0 blind children 
and provides wide experience in neurology, pacdi- 
atrics and child psychology as well as in mental! 
deficiency There are clinical, ncuropathological 
and biochemical research units and clinical con- 
ferences are held weekly Numerous lectures and 
demonstrations are given to students and graduates 
Application giving fuli particulars and three 
referees, to Secretary, Fountain Hospital, Tooting 
Grove, London, §.W.17 (4832) 


NOTTINGHAM CITY HOSPITAL (811 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Paediatrics) 
Vacant May |. 1957 The post is approved for 
the D.C.H Applications, stating age. nationality 
qualifications and experience, together with copics 
of not more than three testimonials. to be sent to 
the Secretary. City Hospital, Hucknall Road 
Nottingham (4907) 


SHRODELLS HOSPITAL, Watford 


Applications are invited for the post of 
HOUSE OFFICER 
S.H.O. grade. to the Pacdiatric Unit of 38 beds 
to take up duty in April. Post recognized for the 
DCH Applications, together with copies of two 
recent testimonials, should reach the Medical 
Officer-in-Charge as soon as possibic (4908) 


WARRINGTON GENERAL HOSPITAL 
344 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Paediatrics) 
Male or femaic Post recognized for D.C.H 
Scale of salary £745 per annum. less £150 for 
residential emoluments Applications to be for- 
warded to Henry L. Boot, Group Secretary, War- 
rington and District Hospital Management Com- 
mittee, ¢/o the General Hospital, Warrington, 
Lancs (4838) 


YORK “A™ AND TADCASTER HOSPITAL 
MANAGEMENT COMMITTEE 


County, City and Yearsiey Bridge Hospitals, York 


SENIOR HOUSE OFFICER 
in Paediatrics and Infections Diseases 
required June 1, 1957 Applications. giving agc. 
nationality qualifications, and names of two 
referees, to Group Secretary, Bootham Park, York 
(4484) 


BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Alexandra Hospital for Sick Children, Dyke 
Road, Brighton (130 beds) 


VACANCY FOR HOUSE PHYSICIAN 
for six months from April 24, 1957 Post offers 
wide experience in paediatrics and is recognized 
for D.CH Applications, stating nationality and 
usual particulars, togcther with copies of recent 
testimonials, to be sent to the Administrative Officer 
as as possible (4537) 


CHILDREN'S HOSPITAL, Sydenham, S.E.26 


HOUSE OFFICER (Medicine and Surgery) 
required Apri! 29. Recognized for D.C.H Apoly, 
naming two referees, to Administrative Officer 

(4856) 


EVELINA CHILDREN’S HOSPITAL OF GUY'S 
HOSPITAL, Southwark Bridge Read, London, S.E.! 


RESIDENT HOUSE PHYSICIAN 
(with Casualty duties) 
for six months from May 1, 1957. Appointment 
recognized for the D.C.H. Candidates must be 
registered practitioners and should apply, giving 
age, nationality, qualifications (with dates), and 
copies of three recent testimonials, to the Hospital 
Secretary by April $, 1957 (4863) 


THE UNITED BIRMINGHAM HOSPITALS 
The Children’s Hospital, Ladywood Road, 
Birmingham, 16 


HOUSE SURGFON 
Post vacant now. for period to July 6. 1957 
Forms of application may be obtained from the 
House Governor and should be returned immedi- 
ately.—-N. R. Winwood, House Governor (4860) 


Marcu 23, 1957 


Paediatrics—contd. 


VICTORIA HOSPITAL FOR SICK CHILDREN 
Park Street, Hull 


HOUSE SURGEON 
required immediately Registration or pre-regis- 
tration post Recognized for D.C.H Applica- 
tions, together with two testimonials, should be 
sent to the Hospital Secretary (4844) 


BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Alexandra Hospital for Sick Children, Dyke 
Road, Brighton (130 beds) 


VACANCY FOR HOUSE SURGEON 
for six months from May 7. 1957 Post offers 
wide experience in pacdiatrics and is recognized 
for D.C.H. and is open to pre-registration candi- 
dates Applications, stating nationality and usual 
particulars, together with copics of recent testi- 
monials, to be sent to the Administrative Officer 
as soon as possible (Pr.4538) 


EDGWARE GENERAL HOSPITAL 
Edgware, Middlesex 


RESIDENT PAEDIATRIC HOUSE PHYSICIAN 
Post vacant May 7. 1957. Recognized for pre- 
registration and D.C.H. purposes Applications 

Stating age. qualifications and experience, a 
enclosing copies of three recent testimonials, to 
Medical Director of Hospital by March 30, 1957 
(Pr 4628) 


NORTHAMPTON GENERAL HOSPITAL 
(482 beds) 


There is a vacancy on April | for a 

PAEDIATRIC HOUSE OFFICER 
Post recognized tor D.C.H. and tor pre-registra- 
tion Six months’ appointment in first instance 
Person appointed will be required to reside alter- 
nately with another Paediatric House Officer, for 
approximately three-month periods, at Northampton 
General Hospital and Harborough Road Hospital 
Northampton, and while at the latter to accept 
some responsibility to the Consultanis for the 
supervision of all the beds, allocated as follows 
Sub-acute Paediatric 20, Dermatological 16, General 
Medical 30, Infectious Diseases 46 (mostly child- 
ren, but including polios) Applications, as soon 

as possible to S. G. Hill, Superintendent 
(Pr 9565) 


PATHOLOGY 
MANCHESTER REGIONAL HOSPITAL BOARD 


WHOLE-TIME CONSULTANT PATHOLOGIST 
to the Royal Manchester Children’s Hospital, 
Pendlebury. Manchester Special experience of 
pathology in children essential. Application forms, 
from the Senior Administrative Medical Officer to 
the Board, Cheetwood Road, Manchester, 8, to be 
returned by April 2, 1957 (4928) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Rotherham Clinical Laboratory 
Moorgate General Hospital, Rotherham 


WHOLE-TIME RESIDENT OR NON-RESIDENT 
REGISTRAR (Pathology) 
required, with duties at associated clinical labora- 
tories within the area of the Rotherham and Mex- 
borough Hospital Management Commitice Ap- 
pointment for one year in the first instance. Apply 
to Secretary, Shefficid Regional Hospital Board, 
Old Fulwood Road, Sheffield, by April 1, 1957, giv- 
ing age, nationality, qualifications, present and 
Previous appointments (with dates), naming three 
referees (4784) 


UNITED OXFORD HOSPITALS 


Applications invited for the post of 
NON-RESIDENT REGISTRAR in the Department 
of Pathology. Radcliffe Infirmary 
Post will be vacant with effect from April 1. 1957 
Applications, on forms obtainable from Adminis- 
trator, Radcliffe Infirmary, Oxford, should be 
received as soon as possible (4685) 


WOLVERHAMPTON GROUP 


REGISTRAR—PATHOLOGY 
Resident of partly resident. Experience in 
specialty an advantage. Duties in all branches of 
Clinical Pathology centred on Royal Hospital, Ap- 
plication forms from Group Secretary. The Royal 
Hospital, Wolverhampton, to be returned by April 
1, 1957. Candidates may visit hospitals (4755) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


RESIDENT PATHOLOGIST (S.H grade) 
required at St. Martin's Hospital Duties mainly 
in Area Blood Bank at the Hospital, with duties at 
the Regional Blood Bank. Bristol and at Bath 
Central Laboratory Applications, stating age. 
qualifications and experience, with names of two 
referees, to Group Secretary, Manor Hospital, 
Bath (4756) 


BRITISH MEDICAL JOURNAL 


GENERAL HOSPITAL, Rochford, Essex (622 beds) 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER 
(Clinical Pathology) 

Post tenable for one year and recognized for 
Diploma in Pathology. Previous experience in 
pathology not essential, but applicants must have 
good climcal experience. Post now vacant. Appli- 
cations, with copies of two recent testimonials, to 
be sent to the undersigned not later than March 
30, 1957.—J. C. Field, Secretary, General Hospital, 
Rochford, Essex (4866) 


ST. MARY'S HOSPITAL, Paddington, W.2 


\pplications are invited for the post of 
CLINICAL PATHOLOGIST 

for a period of cight months with effect from June 

1957. Remuneration at Senior House Officer” 
rates. (First two months non-resident, remaining 
Six months resident.) Applicants should have held 
two House Officer appointments at this hospital or 
another hospital approved by the Board of 
Governors and preference will be given to those 
intending to specialize in Pathology Applications, 
stating nationality, date of birth. permanent address 
qualifications (with dates), details and National 
Health Service gradings of previous and present 
appointments, together with the names and 
addresses of three referees, should reach Alan Pow- 
ditch, House Governor, not later than April 9, 
1957 (4952) 


UNITED OXFORD HOSPITALS 


Applications are invited for post of 
RESIDENT JUNIOR PATHOLOGIST 
for six months, at the Radcliffe Infirmary. Oxford 
The post is graded at S.H.O. rate, £745 per annum, 
and will be vacant with effect from April 1, 1957 
Applications, stating age, qualifications and experi- 
ence, together with the names of two referees, to 
the Administrator, Radcliffe Infirmary, Oxford, as 
soon as possibic (4686) 


WESTWOOD HOSPITAL, Beverley, Yorkshire 


ASSISTANT PATHOLOGIST 

(Senior House Officer grade) 
required in Area Laboratory Offers experience 
all branches of pathology. Salary £745. Detailed 
applications to Group Secretary (4425) 


PLASTIC SURGERY 
THE UNITED SHEFFIELD HOSPITALS 


Royal Hospital 


Applications invited for the post of 
SENIOR REGISTRAR 

in Plastic and Jaw Surgery 
at the above hospital. Post vacant April 1, 1957 
Applications, stating age, qualifications and experi- 
ence, with the names of three referees. should be 
sent, not later than March 30. 1957, to the Chief 
Administrative Officer, the United Shefficld Hos- 
pitals, West Street, Sheffield. | (4618) 

NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Shotley Bridge General Hospital Shotley Bridge, 
Consett, Co. 


Applications are invited from suitably qualified 
medical practitioners for the whole-time post of 

JUNIOR HOSPITAL MEDICAL OFFICER 
(resident). in the Plastic Surgery Department (50 
beds) Salary scale £775 by €50 two £1,075 per 
annum, with deduction of £170 per annum for 
board residence Applications, stating age, quali- 
fications, experience, and enclosing copies of two 
recent testimonials, to the Group Secretary. (4549) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 
Shotiey Bridge General Hospital. Shotley Bridge. 
Cc Durham 


onsett, Co. 


SENIOR HOUSE OFFICER 
(Plastic Unit) 

Applications are invited for the above resident 
post which is tenable for 12 months in the first 
instance, six months of which are recognized for 
the F.R.C.S_ Salary is £745 per annum, less £150 
for residential accommodation Applications, 


together with testimonials, to the Group Secretary 
(4550) 


PSYCHIATRY 


NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


FULL-TIME ASSISTANT 
at Claybury Hospital Wondtord Bridee, Essex 
Duties indude out-patient clinics at general hos- 
Ditals. Single accommodation availabie Appli- 
cations (six copies), and names three referees, 
should reach the Secretary, Ila. Portland Place. 
London, W.1, by Thursday, April 18 (4980) 
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BIRMINGHAM REGIONAL HOSPITAL BOARD 
AND UNITED BIRMINGHAM HOSPITALS 


Joint appointment of 

SENIOR REGISTRARS IN PSYCHIATRY 
Main duties Monvhull Hall Hospital (1,161 beds. 
mental deficiency) with two notional half-days 
weekly at the Children’s Hospital, Birmingham 
Special Unit for high grade rehabilitation and active 
psychological department and daily work system 
Also responsible for St. Francis residential school 
for E.S.N. and maladjusted children. General ex- 
perience psychiatry and paediatrics an advantage 
Single accommodation Application forms from 
Secretary, 10, Augustus Road. Birmingham, 15, to 
be returned by April 8, 1957 Candidates may 
visit haspitals (4757) 


BOOTH HALL CHILDREN’S HOSPITAL a 
Manchester, 


REGISTRAR IN CHD PSYCHIATRY 
required, based at Child Psychiatric Centre, for one 
year in first instance. Training opportunities avail- 
able in Clinical Paediatrics and time is allowed 
for attendance at University Course for the D.P.M., 
but preference will be given to candidates possess- 
ing D.P.M. and ‘or to those who have had experi- 
ence in Adult Psychiatry Candidates may visit 
unit by arrangement Application forms from 
Group Secretary, to be returned as soon as possible 

(4909) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


(1) REGISTRAR IN PSYCHIATRY 
St. Andrew's Hospital, Thorpe, Norwich (1,250 
beds) Full range of modern psychiatric treat- 
ments and a number of associated gencral hospital 
out-patient clinics Married or single quarters 
Appointment for one year, renewable 
for second year 
2) REGISTRAR IN PSYCHIATRY 

Hellesdon Hospital, Norwich. Associated with this 
modern mental hospital (960 beds) are a separate 
early treatment hospital with an clectro-cncephalo- 
graphic department, out-patient clinics for both 
adults and children, and a special unit for the 
elderly mentally infirm Post recognized for 
DPM House availabic Appointment for one 
year, renewable for second year 

Applications, stating age. experience and the 
names of three referees, to Board's Senior Admini- 
Strative Medical Officer, 117, Chesterton Road, 
Cambridaec, by April 1. 1957. Candidates are in- 
vited to visit hospitals by- direct arrangement with 
the Medical Superintendent (4758) 


INGREBOURNE CENTRE 
St. George's Hospital, Hornchurch 


TEMPORARY PSYCHIATRIC REGISTRAR 
required at the above Neurosis Unit. Mental hos- 
pital experience essential Candidate should be 
specially interested in short-term psychotherapy 
and social psychiatry Further information may 
be obtained from the hospital, which may be visited 
by arrangement (Tel Hornchurch 4181). Appli- 
cation, stating also names of two referees, should 
be sent to Group Secretary, Oldchurch Hospital 
Romford (4148) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRARS IN PSYCHIATRY 
() Storthes Hall Hospital (2.750 beds) 

(it) Menston Hospital, sear Leeds (2,500 beds) 

If desired, facilities for attendance at Leeds Uni- 
versity will be provided if the successful candidates 
are studying for the D.P.M Applications, stating 
age, qualifications and details of present and pre- 
vious appointments (with dates), together with the 
names and addresses of three referees, to the Sec- 
retary, Joint Registrars Committee, Park Parade. 


Harrogate, by April 4, 1957 (4759) 
NORTH-WEST REGIONAL 
HOSPITAL BOA 


SENIOR REGISTRAR IN PSYCHIATRY 
(Whole-time) 


Hill End Hospital, St. Albans. Herts. Duties in- 
volve work in the Neurosis Centre and mental 
wards Candidates should possess the D.P.M 
Hospital may be visited by direct appointment 
Application forms obtainable from. and returnable 
to, Secretary, Mid-Herts Group Hospital Manage- 
ment Committee. Bleak House, Catherine Stree’ 
St. Albans, by April 5, 1957 (4760) 


IMPORTANT: All intending applicant 
should read the revised NOTICE at the g 


top of page 235 


| 
| 
et) 
—— — 
| | 
—— | 
| 
| 
| 
| 
| 
— 
— 
| 
| 
| 


34 


Psychiatry —contd. 


UNITED CAMBRIDGE HOSPITALS 
EAST ANGLIAN REGIONAL HOSPITAL 


BOARD 
SENIOR REGISTRAR IN PSYCHIATRY 
appomtment t he t Boards ft Clinical 
duties at both Addent kes and Fulbourn Hos 
pitals, Cambridac The successful candidate will 
als assist n nica teaching and in the super 
vision of the psychiatric training programme There 
is a link with the University Department of Psycho 
logy and portunities for research with abundant 
climecal ma ‘ Detailed applications, and the 
nan f th ferecs, to Secretary. United Cam 
brid Hos ‘ Addenbrooke's Hospital, Cam 
ide by April 6, 1957 (4761) 
WESTERN REGIONAL HOSPITAL BOARD 
Applications are invited for the following 
appointment. which will be for ome year in the 
first instar 


REGISTRAR IN CHILD PSYCHIATRY 


at the Crichton Royal, Dumfries, in the Child 
Psychia Unit, which consists of an in-patient 
unit and three Child Guidance Clinics Applica 
tioms (12 pies), stating date of birth, qualifica- 
fons experience present appointment and the 
names of three referees. to reach the Secretary 
Western Regional Hospital Board, 64, West Regent 
Street, Glaszow, C2. by April 6, 1957 This 
appointment is subject t the National Health 
Service (Scotland) (Superannuation) Regulations 
(4888) 
WESTMINSTER HOSPITAL 
St. Jobe’s Gardens, §.W.1 
Applications invited for post of 
SENIOR REGISTRAR 
to Psychiatric Department, for one year in first 
instance from July 1. 1957 Post offers oppor- 
tunities for experience with both adults and chiid- 


ren. Candidates must hold D.P.M. Hospital may 
be visited by arrangement with Physician-in-Chareec 
of Department Applications (seven copies), with 
names of two referees, to House Governor by 
April 6 (4953) 


BURTON-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE 


St. Matthew's Hospital, Baratwood, Lichfield, 
Staffs (1.950 Mental Beds) 


JUNTOR HOSPITAL MEDICAL OFFICER 
(Psychiatry) 
required Resident accommodation  availabie 
Facilities for taking a D.P.M. Course at Birming- 
ham University Applications, with two references, 
to the Medical Superintendent (4762) 


BURY AND ROSSENDALE HOSPITAL 
MANAGEMENT COMMITTEE 


Fairfield General Hospital 


Applications are invited for the post of 
JUNTOR HOSPITAL MEDICAL OFFICER 


(Psychiatry) 
The appointment is for one year in the first 
instance, subject to renewal annually. This post 


D.P.M. for 12 months. Appli- 
qualifications and 


is recognized for the 
cations, with full details of age 


experience, together with names of two referces. 

should be submitted to H. Wilkinson, Group 

Secretary, Bury General Hospital, Bury, Lancs 
(49%6) 


FOUNTAIN GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


JUNTOR HOSPITAL MEDICAL OFFICER 
(National Health Service salary scale) 
Applications are invited from registered medica! 
practitioners (male or female. resident or non- 
resident) for the above appointment. The Fountain 
Group caters for 660 mentally defective children 
80 adult female defectives, and 50 biind children 
and provides wide experience in neurology, pacdi- 
atrics and child psychology as well as in mental 
deficiency There are clinical, neuropathological 
and biochemical research units and clinical con- 
ferences are held weekly Numerous lectures and 
demonstrations are given to students and graduates 


Application giving full particulars and = three 
referees, to Secretary. Fountain Hospital, Tooting 
Grove. London. S.W.17 (4832A) 


PEN-Y-VAL HOSPITAL, Abergavenny 
Vale of Usk Hospital Management Commitice 


Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
Salary according t national scales Residential 
accommodation available for single person Experi- 
ence in psychiatry not casential Applications 
stating age. nationality, qualifications. and present 
appointment, toecther with the names of 
referees, to be forwarded immediately to 
Medical Superintendem, Pen-y-val Hospital, Aber- 
(4910) 


gavenny. Mon 
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PRESTWICH (MENTAL) HOSPITAL 
JUNIOR HOSPITAL MEDICAL OFFICER 


or SENIOR HOUSE OFFICER 


required Single quarters availabic All modern 
treatments practised, and study facilities granted 
Applications, giving full personal details and the 
mames and addresses of two referees, should be 


sent to the Medical Superintendent, Prestwich Hos- 
pital, P.O. Box No. 1, Prestwich, Manchester, not 
later than Saturday, March 30, 1957 (4975) 


ST. MARGARET'S HOSPITAL, Great Barr Park, 
Birmingham, 22a. (Mental Deficiency-—-1,491 beds) 


RESIDENT JUNIOR HOSPITAL MEDICAL 

OFFICER (Female) 
Accommodation single person 
and 


only App!i- 


cations, stating age, qualifications experience 
together with names and addresses of three referees, 
should be forwarded immediately to the Medical 
Supcrintendent (4842) 


WINTERTON HOSPITAL MANAGEMENT 
OMMITTEE 


Applications are invited for the post of 
JUNTOR HOSPITAL MEDICAL OFFICER 
(Psychiatry) 
at Winterton Mental Hospital for a period not 
exceeding four years The appointment offers 
valuable experience in all branches of psychiatry 
at this laree mental hospital where all modern 
forms of treatment are carried out, both at in- 
patient and out-paticn: level The hospital is 
recognized for the D.P.M Resident accommoda- 
tion is available for married of single applicants 
at a very moderate charge. Conditions of service 
in accordance with the latest recommendations of 
the Whitley Council. Salary £775 by £50 to £1,075 
Application forms can be obtained from the 
undersigned. —C_ W. Gill, Group Secretary, Win- 
terton Hospital, Winterton, Sedgefield, Stockton- 
on-Tees (4809) 


WORCESTER HOSPITAL 


(near)—-POWICK 
Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
(resident of non-resident) 

offers experience in all branches of 
psychiatry, including all forms of modern treat- 
ment and out-patient clinics. The hospital has a 
high admission rate, is recognized for the D.P.M.. 
and has associated Child Guidance Clinics and a 
Mental Deficiency Institute similarly recognized 
Arrangements are made for medical officers to 
attend at the Birmingham Medical School for 
instruction in neurology Applications, with full 
details and the names of two referees, to be for- 
warded to the Medical Superintendent (4630) 


FRIERN HOSPITAL, London, N.11 (2,400 beds) 


The post 


Applications are invited for the appointment of 
SEN K 


1OR HOUSE OFFICE 
Appointment for one year Applications, stating 
full particulars and names of two referces, should 


be sent to the Secretary, Friern Hospital, New 
Southgate, London, N.11 (4803) 
ST. DAVID’S HOSPITAL, Carmarthen 


SENIOR HOUSE OFFICER (Psychiatry) 

The hospital deals with all types of psychiatric 
iliness. Experience in all modern physical, occupa- 
tional and psychotherapeutic procedures availabic. 
with opportunities to assist at O.P. Clinics. Recor- 
nized for D.P.M. training Applications, stating 
age. qualifications, experience. and names of two 
referces, to be sent to the Medical Sapenaneees 

847) 


SHENLEY HOSPITAL, near St. Albans, Herts 
SENIOR HOUSE OFFICER-—PSYCHIATRIST 


Applications are invited for the above post, 
residemt or non-resident, for one year in the first 


instance, at Shenicy Hospital, 16 miles from Lon- 
don. Opportunity for work with neurotic as well 
as psychotic patients. The hospital ‘may be visited 
by appointment Applications to the Medical 
Superintendent (4251) 
RADIOLOGY 


NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
PART-TIME CONSULTANT RADIOLOGIST 
to Tilbury and South-East Essex Group of Hos- 


pitals for four sessions a week Applications (six 
copies), and names three referees, should reach 
the Secretary, Ila. Portland Place. London, W.1, 
by Thursday, April 18 (4944) 


BIRMINGHAM REGIONAL HOSPITAL BOARD 
AND UNITED BIRMINGHAM HOSPITALS 


WHOLE-TIME SENIOR REGISTRAR IN 


RADIODIAGNOSIS 
Duties at Coventry and Warwickshire Hospital and 
other hospitals in the Coventry group (9 n.h.d.) 
and United Birmingham Hospitals <2 n.h.d.) 
D.M.R.D. essential Non-resident Application 
forms from Secretary, 10, Augustus Road, Birming- 
ham, 15. to be returned by April 8, 1957. Candi- 
dates may visit hospitals, (4763) 


Marcu 23, 1957 


LIVERPOOL REGIONAL HOSPITAL BOARD 
The United Liverpool Hospitals 


Applications are invited for the post of 
SENIOR RADIOLOGICAL REGISTRAR 


with duties initially at Broadgreen Hospital. Appl) 
cants should possess a Diploma in Radiology 
Forms of application, from Dr. T. Lioyd Hughes 
Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James Strect, Liver- 
pool, 2, to be returned not later than April 6, 
1957.—Vincent Collinge, Secretary to the Board 

(4930) 


NEWCASTLE REGIONAL HOSPITAL BOARD 
SENIOR REGISTRAR RADIOLOGIST 
whole-time, Newcastic upon Tyne group of hos- 
pitals. Main hospital Newcastic General (838 beds 
including regional units for neurosurgery, plastic 
surgery, etc.). The successful candidate will be given 
facilities for training in neuroradiology Applica- 
tions, with names and addresses of three referees, 
to S.A.M.O., Regional Hospital Board. Benficid 
Road, Newcastle upon Tyne, 6, within 14 days 

(4764) 


ROYAL FREE HOSPITAL 


SENIOR REGISTRAR X-Ray Department 

Applications are invited for the post of Senior 
Registrar to the Diagnostic X-ray Department at 
the Royal Free Hospital. The post is non-resident 


for one year in the first instance. Duties to com- 
mence May 1, 1957. Candidates should be regis- 
tered medical practitioners of not more than 10 
years’ standing and should hold the DM RD.) 
Formal applications, giving details of experience, 
etc.. together with the names of three referees 
should be sent to the Hospital Secretary, Royal 
Free Hospital, Gray's Inn Road. W.C.1, as soon 
as possible and not later than April 4, 1957 
(4652) 


SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 
Gotat Appointment with the United Bristol 
Hospitals) 
SENIOR REGISTRAR IN RADIOLOGY 
(Diagnostic) 


The successful candidate will work in the Chel- 
tenham General, Children’s and Eye Hospital for 
the first two years of his appointment and there- 
after in the United Bristol Hospitals, the Teaching 
Hospital for Bristol University Applicants must 
possess the D.MR.D Applications, giving the 
names of two referees, should be sent not later 
than April 3. 1957, to the Secretary, Bristol Royai 
Infirmary, Bristol, 2 (4964) 


THE UNITED SHEFFIELD HOSPITALS 
Royal Infirmary /Royal Hospital 


Applications invited for the non-residem post of 
REGISTRAR to the Department of Radiology 
at the above hospitals. Applications. stating age. 
qualifications and experience, with the names of 
three referees, should be sent not later than April 
6. 1957, to the Chief Administrative Officer “ 

United Shefficid Hospitals, West Street, Sheffield. 


UNITED BRISTOL HOSPITALS 
Geint appointment with the South-Western 
Regional Hospital Board) 


SENIOR REGISTRAR IN RADIOLOGY 
(Diagnostic) 
The successful cand'tate will work in the United 


Bristol Hospitals, the Teaching Hospital for Bristol! 
University, for the first two years of his appoint- 


ment, and thereafter in the Cheltenham General. 
Children’s and Eye Hospital for the second two 
years Applicants must possess the D.M.R_D. 
Applications, giving the names of two referees. 
should be sent not later than April 3, 1957, to the 
Secretary, Bristol Royal Infirmary, Bristol, 2 

(4963) 
RADIOTHERAPY 


ST, THOMAS’ HOSPITAL, London, S.E.1 


REGISTRAR OR SENIOR HOUSE OFFICER 
to the py Department 

one year in the first instance 

from July 27, 1957. Grade according to qualifica- 

tions and experience Applications, naming two 

referees, to the Clerk of the Governors by April 

3, 1957 (4920) 


UNIVERSITY COLLEGE HOSPITAL 
Gower Street. w.c.l 
Applications are invited for the post of 
SENIOR REGISTRAR IN RADIOTHERAPY 
for a period of one year in the first instance from 


For a period of 


June 1, 1957, of as soon thereafter as possibic 

Applications, with names of two referees. to 

Administrator and Secretary by June 4, 1957 
(4983) 


Marcu 23, 


SURGERY 

LIVERPOOL REGIONAL HOSPITAL BOARD 
Warrington Group 


Applications are invited for the post of 
CONSULTANT GENERAL SURGEON 
with duties mainly in the above group and with 
some dutics at Winwick Hospital. The successful 
applicant will work with the existing senior sur- 
geons in the group and the appointment will be 
whole-time with the option to transfer to maximum 
Part-tume service at the end of three years. Appii 
cants must have had wide experience in th 
specialty and possession of a higher qualification 
im general surgery is essential Forms of applica- 
tion, from Dr. T. Lioyd Hughes, Senior Adminis 
trative Medical Officer, Liverpoo! Regional Hospital 
Board, 19, James Strect, Liverpool, 2, to be 
returned not later than April 13, 1957.—Vincent 
Collinge, Secretary to the Board (4931) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN GENERAL SURGERY 
Hull (A) Group of Hospitais Duties mainly at 
Western and Kingston General Hospitals (120 
gencral surgical beds). May include some duties in 
the Casualty Department Resident or non-resi- 
dent Recognized for F.R.C.S Applications, 
stating age, qualifications, and details of present 
and previous appointments (with dates), together 
with the names and addresses of three referees, to 
the Secretary, Joint Registrars Committee, Park 
Parade, Harrogate, by April 4, 1957 (4765) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Bury and Rossendale Hospital Management 
Committee 


Applications are invited for 
REGISTRAR IN SURGERY 
at Bury General Hospital. This post, which falls 
vacant in April, is recognized for F. R.C.S. Appli- 
cations, together with the names of two referees, 
should be sent to H. Wilkinson, Group Secretary, 
Bury General Hospital, Bury, Lancs (4937) 
MANCHESTER REGIONAL HOSPITAL BOARD 


South Manchester H.M.C. 


Applications are invited from registered medical 

practitioners for the post of 
RESIDENT SURGICAL OFFICER 
(Registrar grade) 

at Wythenshawe Hospital. The post will include 
responsibility for General Surgical and Gynac- 
cological beds, and is recognized by the Royal 
College of Surgeons Applications, stating age. 
qualifications, present post, experience, and names 
of two referees, to the Group Secretary, Withing- 
ton Hospital, Manchester, 20 (4982) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


REGISTRAR SURGEON 

whole-time, South Shields group of hospitals, 

Ingham Infirmary, 158 beds. Post recognized for 

F.R.C.S. Single accommodation available. Appli- 

cations, with names and addresses of three referces, 

to S.A.M.O., Regional Hospital Board, Benfield 

Road, Newcastle upon Tyne, 6, within 14 days. 
(4766) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
SURGICAL REGISTRAR 
required at the Watford Peace Memorial and 
Shrodelis Hospitals, Watford. Post recognized for 
FRCS Post vacant immediately Hospitals 
may be visited by direct appointment Applica- 
tion form obtainable from, and returnable to, the 
Secretary, West Herts Group Hospital Manage- 
ment Committee, 9, Rickmansworth Road, Wat- 
ford. Herts, by not later than 10 days after 
appearance of this advertisement (4911) 


OXFORD REGIONAL HOSPITAL BOARD 


PEGISTRAR IN “GENERAL SURGERY 

to the hospitals of Aylesbury and High Wycombe 
Hospital Management Committees, with duties 
mainly at Stoke Mandeville and Amersham Hos- 
pitals. Resident or non-resident. The appointment 
will be for one year and eligible for extension to 
a second year Applications, on forms obtainable 
from the Secretary. Registrar Commitice, 43, Ban- 
bury Road, Oxford, should reach him by April 6. 

(4706) 
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SHEFFIELD REGIONAL HOSPITAL BOARD 


General Hospital, Leicester 
(Post recognized for F.R.C.S.) 


WHOLE-TIME RESIDENT SURGICAL 
REGISTRAR 
required. Appointment for one year in first instance 
Apply to Secretary, Sheffield Regional Hospital 
Board, Old Fulwood Road, Sheffield, by April | 
1957, giving age, nationality, qualifications, present 
and previous appointments (with dates), naming 
three referees (4767) 


UNIVERSITY OF OXFORD 
UNITED OXFORD HOSPITALS 


SENIOR REGISTRAR IN GENERAL SURGERY 
to the Radcliffe Infirmary Non-resident Appli- 
cants must hold an F.R.C.S. or M.S. diploma. A 
scheme for providing experience in a non-teaching 
hospital of the Oxford Regional Hospital Board is 
available if mutually agreed. Applications. on forms 
obtainable from the Secretary, Registrar Committee, 
43, Banbury Road, Oxford, should reach him by 
April 8, 1957 (4768) 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Lianelly Hospital (164 beds), Lianelly 


Applications are invited for the appointment of 
JUNIOR HOSPITAL MEDICAL OFFICER 
for work in the Surgical Unit of 75 beds The 
post offers excellent experience in General Surgcry 
and the hospital is recognized under the F.R.C.S 
regulations Full particulars, stating age, experi- 
ence, and qualifications, together with copies of 
two recent testimonials, should be forwarded to the 
Hospital Secretary —T. E. Jones, Group Secretary 

(4412) 


ALTON GENERAL HOSPITAL, Altoa 
(13% beds) 


RESIDENT HOUSE SURGEON 
(Senior House Officer grade) 
required from April 28, to work under full-time 
Consultant Surgeon. There are two other residents 
Post recognized for F.R.C.S. Applications, with 
copies of two testimoniais, to the Hospital Secre- 
tary. (4849) 


BRISTOL -SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE 

Required at Southmead Hospital (570 beds. 
including 133 maternity) 

RESIDENT SENIOR HOUSE OFFICER 

(Surgical) 

for 12 months commencing June 1, 1957 Post 
recognized for F.R.C.S. examination. Applica- 
tions to be forwarded to the Group Secretary 
Southmead Hospital, Bristol, not later than March 
31, 1957 (4873) 


DUDLEY ROAD HOSPITAL, Birmingham, 18 
(780 beds) 


SENIOR HOUSE OFFICER—ANAESTHETICS 
(resident), Recognized for D.A. and F.F.AR.CS 
Vacant April 21, 1957. Extensive experience of 
anaesthetics not necessary. Duties include list and 
emergency work in general surecry. gynaccology, 
obstetrics and E.N.T. at hospitals in the Group 
Detailed applications. with copies of three recent 
testimonials, to the Group Secretary (4862) 


EXETER AND MID-DEVON HOSPITALS 
MANAGEMENT COMMITTEE 


Exeter City Hospital (209 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Surgical) 
becoming vacant May 15, 1957. The post is recoe- 
nized under Para. 2a) of the F.R.C.S. Regula- 
tions Applications, with copies of two recent 
testimonials, to the Hospital Secretary, City Hos- 
pital. Exeter. within 14 days of the appearance 
of this advertisement (4843) 


EAST SURREY HOSPITAL 
Shrewsbury Road, Redhill, Surrey 


SENIOR HOU SE OFFICER (Male) 
Mainly surgical. Post vacant April. Apply to 
the Hospital Secretary. (4707) 
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GENERAL HOSPITAL, Aberystwyth, Cards 


SENIOR HOUSE OFFICER (Surgical) 
required. Post recognized for F.R.C.S. (resident) 
State age and experience, etc Applications to 
the Group Secretary Mid-Wales H.M.C., 31 
North Parade, Aberystwyth, Cards. (4820) 


GENERAL HOSPITAL, Sunderland 


SENIOR SURGICAL HOUSE OFFICER 
required, male or female (resident) Post recoe- 
nized for F.R.CS Post vacant immediately 
Apply, naming two referees, to Hospital Secretary, 
General Hospital, Chester Road, Sunderland 

(4826) 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Swansea Hospital, Swansea 


Applications are invited for the resident post ot 
SENIOR HOUSE OFFICER 

in the Surgical Unit of the above hospital Im- 
mediate vacancy The post is recognized under the 
F.R.C.S(Eng.) regulations Applications, stating 
age, qualifications, and experience, together with 
copies of two recent testimonials, should be for- 
warded to the Hospital Secretary.-T. E. Jones 
Group Secretary (4769) 


HOVE GENERAL HOSPITAL, Sackville Road, 
Hove, Sussex (75 beds) 


SENIOR HOUSE OFFICER 
(Recognized for F.R.C.S.) 

Vacant May Il Duties of Resident Surgical 
Officer Appointment for period of one year 
Applications, stating usual particulars, with names 
and addresses of two referees, to the Administra- 
tive Officer (4889) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Kingston General Hospital, Holl (419 beds) 


SENIOR HOUSE SURGEON 
(recognized for the F.R.C.S. examination) 
There ate 69 general surgical beds and some 
supervision is required of 17 gynaecological 
beds. Salary £745, less emoluments. Post vacant 
April 1. Applications, with two recent testimonials, 
to the Hospital Secretary. (4490) 


LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
HOUSE SURGEON 
available for pre-registration or Senior House Officer 
candidates, vacant April |. Recognized for F.R.C.S 
Applications, stating age and qualifications, to- 
gether with copies of recemt testimonials, to the 
Group Secretary, Leicester No. | Hospital Manage- 
ment Committee, the Leicester Royal Infirmary. 
immediately (9857) 


LOUGHBOROUGH GENERAL HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Surgical) 
Vacant April 1. Applications, stating age, quali- 
fications, and experience, with copies of recent 
testimonials, to Group Secretary, Leicester Royal 
Infirmary, immediately, (4770) 


ST. MARY'S HOSPITAL, Paddington, W.2 


Applications are invited for the post of part-time 
OUT-PATIENT SURGICAL ASSISTANT 
(graded ** Senior House Officer "') for three notional 
half-days per week—Monday, p.m., Wednesday, 
a.m. and p.m. This appointment is designed for 
men or women who have already passed their 
Primary F.R.C.S.. and is ideally suited to those 
reading for the Final as a large number of clinical 
cases are available ; it will be for a first period of 
twelve months as from a date two be arranged 
Applications, stating nationality, date of birth, 
permanent address, qualifications, with dates, de- 
tails and National Health Service gradings of pre- 
vious and present appointments, together with the 
names and addresses of three referees, should reach 
Alan Powditch, House Governor, not later than 
April 2, 1957 (4530) 


—RETIREMENT PENSIONS— 


The 1956 Finance Act enables certain tax free contributions to be made to approved pension policies out of earned 
income. Are you eligible? The answer, with a description of benefits, is in the special booklet which is available on request. 
| 


MEDICAL INSURANCE AGENCY, B.M.A. HOUSE, TAVISTOCK SQUARE, W.C.1. 
Branches also at BIRMINGHAM, BRISTOL, CARDIFF, DUBLIN, EDINBURGH, GLASGOW, LEEDS, MANCHESTER, NEWCASTLE-UPON-TYNE 


EUSton 6031 (7 lines). | 


195 
1957 
— 
— 
= — | 
a 
L 
| 7 
| 
= — 
| 
| | 
4 


36 


Surgery—contd. 
SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE 
War Memorial Hospital, Scunthorpe (262 beds) 


VACANCY FOR HOUSE SURGEON 


early April Pre-registration or S.H.O. according 
to experience Busy hospital offering good oppor- 
tunity for experience Applications, naming two 
referees, to Group Secretary (4687) 


STROUD GENERAL HOSPITAL. Stroud, Glos 


SENIOR HOUSE OFFICER 
required mainly for surgery Post vacant on April 
1, 1957 Applications, naming two referees, to 
Hospital Secretary (4890) 


TYNEMOUTH VICTORIA JUBILEE INFIRMARY 
(115 beds) 


RESIDENT SENIOR HOUSE SURGEON 
required. Applications, with names of two referces 
to Group Secretary Preston Hospital North 
Shicids (4694) 


CAERPHILLY AND DISTRICT HOSPITAL 
sear Cardiff (226 acute general beds) 


SENIOR HOUSE OFFICER (General Surgery) 
HOUSE SURGEONS (Two vacancies) 
Preference given to pre-registration candidates 
The posts are recognized by the Royal College of 
Surgeons. Six miles from the teaching hospital at 

Cardiff Apply to Group Secretary at hospital 
(4965) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital (70 Surgical beds) 


HOUSE SURGEON 
Vacant now Pre-registration post 
SENIOR HOUSE SURGEON 

Vacant April 15, 1957 

Applications. stating age, experience and quali 
fications. together with the names of two referees 
should be forwarded as soon as possible to E. H 
Hurst. St. Mary's Hospital, Milton Road. Ports- 
mouth (8727) 


AMERSHAM GENERAL HOSPITAL 


RESIDENT HOUSE SURGEON 
required immediately This appointment in a busy 
general hospital (including 136 acute beds—six 


residents) affords excellent experience Post 
recognized for F.R.C.S. examinations Apply. with 
names of two referees, to Secretary (4492) 


BEDFORD GENERAL HOSPITAL (439 beds) 


HOU SE URGEON 
required Pre- or post-registration, recognized for 
FRCS. Post offers exceptional opportunities for 
general experience in busy acute surgical units 
Enquiries and applications, with copies of two 
recent testimonials, to Group Secretary, 3, Kim 


bolton Road, Bedford (8782) 
CLATTERBRIDGE HOSPITAL, Bebington, 
Cheshire (819 beds) 


House Officers for full registration or pre-regis- 
tration posts, six montns commencing immediatcly 
GENERAL SURGERY 2 
Salary according to previous posts held Applica- 
tion to Hospital Secretary, with details of experi- 
ence, ¢etc.. and names of three referees (4806) 


EAST RIDING GENERAL HOSPITAL 
Drifficid, Yorkshire (247 beds) 


HOUSE SURGEON 
(First, second or third post) 

Required now Casualty general surgery 
orthopacdics and some gynaccology Approved 
pre-registration post Fully registered practitioners 
may apply Apply Group Secretary, Westwood 
Hospital, Beverley, Yorkshire (4426) 


GREAT YARMOUTH AND GORLESTON 
GENERAL HOSPITAL, Dene Side, 
Great Varmouth 


HOUSE SURGEON (Male or Female) 
required immediately This is @ pre-registration 
post, salary £425. £475 or £525 per annum. accord- 
ing tc experience, less deduction for board resi- 
dence. Membership of a Medical Defence Society 
is a condition of appointment Applications. 
Stating age. qualifications and expcrience, with 
names of two referees, to Hospital Secretary 

(4688) 
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HIGH WYCOMBE AND DISTRICT WAR 
MEMORIAL HOSPITAL (165 beds) 


HOUSE SURGEON (General and E.N.T.) 


required Pre- of post-registration Accommoda- 
tion for married couple Apply, with names of 
two referees, to Group Secretary. St. Mary's Cot- 
tage, High Wycombe (4450) 


HOVE GENERAL HOSPITAL, Sussex 
(75 beds, 3 Resident Medical Officers) 


PRE-REGISTRATION HOUSE SURGEON 
(with Casualty duties) 


required Apri! i, 1957. for six months, (Post is 
recognized for F.R.C.S.) Salary £425-£525, less 
£125 per annum for residential emoluments 
Applications, stating usual particulars, together 
with names and addresses of two referees, to the 
Administrative Officer (4208) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Hull Royal tofirmary 


Applications are invited for the post of 
HOUSE SURGEON 
(vacant now). Recognized for FRCS. National 
salary scale and conditions. Six-monthly appoint- 
ment, terminabie by one month's notice cither side 
Applications to the Hospital Secretary (4281) 


MAIDSTONE WEST KENT GENERAL 
HOSPITAL (141 beds) 


Mid-Keat Hospital Management Committee 


Applications are invited for the pre-registration 

post of 
HOUSE SURGEON 

Six months appointment. Post now vacant 
Salary at the rate of £425 to £525 per annum. A 
deduction at the rate of £125 a year is made for 
board and lodging and other services provided 
Applications should be forwarded, as soon as 
possible, to the Administrative Officer at the 
hospital (7800) 


MILLER GENERAL HOSPITAL (180 beds) 
Recogni nation 


zed for F.R.C.S. Exami 


HOUSE SURGEON 


Vacamt mid-May, 1957 Six months appoint- 
ment National salary and conditions Applica- 
tions and testimonials to Secretary, G. and D 
H.M.C.. St. Alfege’s Hospital, S.E.10 (4560) 


MILLER GENERAL HOSPITAL (186 beds) 
Recognized for F.R.C.S. examination 


HOUSE SURGEON 


Vacant approximately Aprji 25, 1957 Six 
months’ appointment. Nat. salary and conditions 
Applications and testimonials to Secretary, G. and 
D./HeM.C., St. Alfege’s Hospital, S.E.10 (4833) 


NORTH MIDDLESEX HOSPITAL 
Edmontoa, N.18 


HOUSE SURGEON 


residemt, required for May 1. for six months 
General surgery and some E.N.T. surgery Post 
recognized for F.R.C.S Applications (in own 
handwriting), stating age, nationality. qualifications, 
experience, with copies of recent testimonials, to 
Secretary of hospital by April 9. (4945) 


OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 


RESIDENT HOUSE SURGEON 


required from March 28, 1957. in the General 
Surgical Unit. Recognized for F.R.C.S. Open to 
either pre-registration applicants or to fully regis- 
tered practitioners This very active unit of a 
total of approximately 180 beds affords ample 
opportunities for candidates to obtain first-class 
tuition and expcricnce The candidate appointed 
will be attached to a unit of approximately 60 
beds Applications should be forwarded immedi- 
ately to the Group Secretary, Romford Group 
H.M.C.. Oldchurch Hospital, Romford (9810) 


PRINCESS MARGARET ROSE HOSPITAL 
Edinburgh 


Applications are invited from registered medical 
practitioners and pre-registration graduates for the 
appointment of 


RESIDENT HOUSE SURGEON 


for six months. commencing April 1, 1957, 
National Health Service scalc Applications, stat- 
ing age. qualifications and cxperience. and the 
names of two referecs, to be sent immediately to 
the Secretary, 1, Rillbank Terrace, Edinburgh, 9 

(4808) 
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ROYAL DEVON & EXETER HOSPITAL, Exeter 


Applications are invited from pre-registration and 
registered medical practitioners for the post of 
HOUSE SURGEON (General Surgery) 


Vacant April 16, 1957 Applications, with copies 
of two recent testimonials, to the Hospital Secre- 
tary (4821) 


ROYAL WEST SUSSEX HOSPITAL, Chichester 
(202 acute beds) 


RESIDENT HOUSE SURGEON 
required for six months’ appointment National 
salary scale for first. second or third posts. Post 
approved for pre-registration practitioners Also 
recognized for F.R.C.S. Seven residents including 
R.S.O. and three House Surgeons Vacam im- 
mediately. Apply to Senior Administrative Officer 

(4579) 


ST. ALFEGE’S HOSPITAL, Greenwich, 
(367 beds) 
Recognized for F.R.C.S. examination 
HOLSE SURGEON 

Vacant early April, 1957. Six months’ appoint 
ment Nat. salary and conditions Application 
and testimonials to Secretary, G. and D./HMC 
above hospital (4853) 


THE UNITED LIVERPOOL HOSPITALS 
Liverpool Stanley Hospital 


Applications are invited for a post of 
HOUSE SURGEON 

for the period to August 31, 1957. The appoint 

ment is open to pre-registration and to registered 

Practitioners Apply as soon as possible on form 

obtainable from the Secretary, the United Liver- 

pool Hospitals, 80, Rodney Street, Liverpool. 1 
(4966) 


TOTTENHAM GROUP HOSPITAL MANAGE- 
MENT COMMITTEE, The Green, NAS 


Applications are invited from registered medical 
Practitioners for the appointment of 

RESIDENT HOUSE SURGEON (Third Post) 
to St. Ann's General Hospital for a period of six 


months from May 4, 1957 Application form, 
from Secretary. to be returned by March 30, 1957 
(4609) 


VICTORIA HOSPITAL, Romford, Essex (99 beds) 


RESIDENT HOUSE SURGEON (Mate) 
required immediately (Not pre-registration ap 
pointment.) Applications should be forwarded to 
the Secretary, Romford Group H.M.C., Oldchurch 
Hospital, Romford (6766) 


WORTHING GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Southlands Hospital, Shoreham-by-Sea. Sussex 
(411 beds) 


HOUSE SURGEON 
Post recognized by R.C.S. for Fellowship: en- 
tails duties in general surgery and orthopacdics ; 
vacamt April 22 Applications, to Surgcon Super- 
intendent. Southlands Hospital.—A. V 
Group Secretary 4413) 


BARNET GENERAL HOSPITAL 
elthouse Lane, Barnet, Herts (461 beds) 


TWO RESIDENT HOUSE SURGEONS 
(General Surgery) 

Vacant May 6, June 1. Recognized for F.R.C.S 
Preference given to pre-registration candidates. 
Applications, stating age, qualifications. ¢tc.. and 
two copies testimonials, to Hospital Secretary 

(Pr 4576) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Christchurch Hospital, Hants 


Applications are invited for the appointment of 
RESIDENT HOUSE SURGEON, P.R.I. 

for General Surgery at the above hospital of 340 
beds, which includes a new surgical unit of 56 beds. 
This is a new appointment, becoming available at 
the end of March. The successful applicant will 
be required to attend Surgical Out-patient Sessions 
at the Royal Victoria Hospital, Boscombe. Appli- 
cations to the Hospital Secretary, Christchurch 
Hospital (Pr 4689) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 
Royal Victoria Hospital, Shelley Road, 

emouth 
Applications are invited for the appointment of 
GENERAL HOUSE SURGEON 
The appointment. which becomes vacant on May 
14, 1957, is recognized for the F.R.C.S. examina- 
tion and for pre-registration purposes. Applications 
to the Hospital Secretary (Pr.4772) 
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Surgery —contd. 
CHESTER ROYAL INFIRMARY 


Applications are invited for the post of 
HOUSE SURGEON (General) 
Recognized for F.R.C.S. and pre-registration ser- 
vice Applications, giving full details, together 
with the names and addresses of two referees. 
should be forwarded to the Hospital Secretary 

(Pr.4932) 


CITY GENERAL HOSPITAL, Stoke-on-Trent 
(845 beds) 


HOUSE OFFICER GENERAL SURGERY 
required Pre-registration post Hospital recog- 
nized for F.R.C.S. Detailed applicat‘ons, with copy 
testimonials, to Group Secretary, H.M.C., Princes 
Road, Stoke-on-Trent (Pr.4773) 
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IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Road Wing (356 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
to the Senior Consultant General Surgeon, vacant 
on April 21, 1957 The post is recognized for 
pre-registration and for the F.R.C.S. examinations 
Applications, with copies of recent testimonials, 
to Hospital Secretary (Pr.4430) 


IPSWICH AND EAST SUPFOLK HOSPITAL 
(Heath Road Wing), Ipswich (280 beds) 


Applications invited for 
HOUSE SURGEON (Pre-registration) 
to two General Surgcons. Post vacant on May 
1957, recognized for the R.C.S. examinations. Ap- 
plications, with full particulars, and copies of three 
recent testimonials, to the Hospital Secretary 
(Pr.4774) 


EASTBOURNE HOSPITAL MANAGEMENT 
COMMITTEE 


St. Mary's Hospital (261 beds) 
Princess Alice Hospital (120 beds) 


Applications are invited for three pre-registration 
posts of 
HOUSE SURGEON 
for eeneral surgery in these two busy, well- 
equipped hospitals, one vacant now and two in 
April Recognized by Royal College of Surgeons 
Staff of nine House Officers Applications, stating 
age. nationality, qualifications and experience. with 
copies of two recent testimonials, to the Group 
Secretary, 29. Bedfordweli Road. Eastbourne 
(Pr 4431) 


GERMAN HOSPITAL, London, E.8 
(General, 157 beds) 


Applications are invited for the six months’ 
resident appointment of 

PRE-REGISTRATION HOUSE SURGEON 
now vacant, and should be sent to the Group Sec- 
retary. Hackney Hospital, London, E.9, quoting 
GH PHS (Pr.4561) 


GENERAL HOSPITAL, Sunderland 


HOUSE SURGEON 
required Post recognized for 
experience and for F.R.C.S. examination. Vacant 
immediate!y Apply. naming two referees, to the 
Hospita! Secretary, General Hospital, Chester Road. 
Sunderiand (Pr.4827) 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Swansea Weapitel (403 beds), Swansea 


pre-registration 


Applications are invited for the post of 
PRE-REGISTRATION HOUSE OFFICER 
in the Surgical Unit of the above hospital (im- 
mediate vacancy) Applications, with full particu- 
lars, should be addressed to the Hospital Secretary 
E. Jones, Group Secretary (Pr.4414) 


HAREFIELD HOSPITAL, Harefield, Middlesex 
Applications are invited for the pre-registration 
post of 


HOUSE SURGEON 
to the Gencral Wards at the above hospital 
Vacant immediately. Applications, with copies of 
two testimonials, to the Medical Director of the 
hospital (Pr.4631) 


HASTINGS, ST. HELEN'S HOSPITAL (493 beds) 


HOUSE SURGEON 
required Pre-registration post, recognized for 
F.R.C.S. 40 beds in department. New operating 
theatre Apply to Hospital Administrator 
(Pr.4708) 


HIGH WYCOMBE AND DISTRICT WAR 
MEMORIAL HOSPITAL (165 beds) 


PRE-REGISTRATION HOUSE SURGEON 
(General Surgery and Orthopaedics) 
requircd Apply immediately, with names of two 
referees, to Group Secretary, St. Mary's Cottage. 
High Wycombe (Pr.4452) 


HUDDERSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Hoddersfield Royal Infirmary (285 beds) 


HOUSE SURGEON 
required. commencing duties immediately. The post 
is recognized as a pre-registration appointment and 
for the F.R.C.S. Salary in accordance with national 
scale Applications, together with copies of three 
recent testimonials, to be addressed to the under- 
signed as soon as possible.—H. J. Johnson, Sec- 
retary to the Management Committee, the Royal 
Infirmary. Huddersfield (Pr .4038) 


LEEDS REGIONAL HOSPITAL BOARD 


HOUSE SURGEON 
Recognized Pre-registration posts will be avail- 
able for the six months commencing May |, 1957, 
in the following hospitals approved under the 
Medical Act, 1950 
*Scarborough Hospital (191 beds)}—2 vacancies 
*County Hospital, York (222 beds)—1l vacancy 
*City Hospital, York (178 beds)}—I vacancy 
tHull Royal Infirmary and Sutton (281 beds) 
1 vacancy 
Kingston General Hospital. Hull (398 beds) 
1 vacancy 
*Westwood Hospital, 
vacancy 
*Pontefract General 
vacancy 
*Clayton 
vacancies 
*Pinderficids General Hospital, 
beds)—3 vacancies. 
General Hospital, Batley (99 beds)—1 vacancy 
(May 26) 
General Hospital, 
vacancy 
*Huddersficld Royal 
vacancy (May 20) 
Royal Halifax Infirmary (301 beds)—2 vacancies 
Halifax General Hospital (425 beds)—-1 vacancy 
*Bradford Royal Infirmary (S07 beds)—2 vacan- 


Beveriey (229 beds)—! 
Infirmary (100 beds)—! 


Hospital, Wakefield (200 beds)—2 


Wakefield (663 


Dewsbury (119 beds)—I 


Infirmary (285 beds)—1 


cies 
*St. Luke's Hospital, Bradford (828 beds)—-2 
vacancies 
*Keighicy Victoria Hospital (139 beds)—2 vacan- 
cies 
Otley General Hospital (170 beds)—1 vacancy. 
*St. James's Hospital, Leeds (1,539 beds)}—3 
vacancics 
St. James's Hospital, Leeds (1,539 beds)—2 
vacancies 
tSeacroft Hospital, Leeds (120 beds)—1 vacancy 
* Recognized for F.R.C.S 
* Recognized for D.OM.S 
t Recognized for D.C.H 
Application forms can be obtained from the 
Senior Administrative Medical Officer, Park Parade, 
Harrogate, or from The Dean, School of Medicine. 
Thoresby Place, Leeds, 2. and should be returned 
to either of the above-named as soon as possibic 
Application may be made in advance of results 
of final examination. Candidates wishing to apply 
for posts at more than one hospital should com- 
plete a separate form in respect of cach hospital 
(Pr.4775) 
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GENERAL HOSPITAL 
482 beds) 


Vacancy April | for 

TWO HOUSE OFFICERS, General Surgery 
Recognized for F.R.C.S. and for pre-registration 
Six months’ appointment in first instance Appli- 
cations, as soon as possibic, to 8S. G. Hill, Super 
intendent (Pr 9303) 


NORTH DEVON INFIRMARY, Barnstaple 
beds) 


HOUSE SURGEON 


required. Recognized pre-registration appointment 
the post can be taken up immediately Applica- 
tions to Group Secretary. North Devon H.M.C 
19, Alexandra Road, Barnstapic (Pr. 5887) 


NORTH STAFFS ROYAL INFIRMARY 
Stoke-on-Trent (455 beds) 


HOUSE OFFICER GENERAL SURGERY 


required Pre-registration post Hospital recor- 
nized for F.R.CS Detailed applications, with 
copy testimonials, to Group Sceretary, H.M.C 
Princes Road, Stoke-on-Trent (Pr.4776) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Corawall Hospital, 
Devonport 


HOUSE SURGEON 


pre-registration post, vacant May |. 1957, Recor- 
nized for the F.R.C.S. Applications, stating age 
nationality, qualifications and experience, with 
names of three referees, to be sent to the under- 
signed. —F. Hall, Deputy Group Secretary, 7, Nel- 
son Gardens, Stoke, Plymouth (Pr.4523) 


ROYAL SOUTH HANTS HOSPITAL 
(278 beds) 


RESIDENT HOUSE SURGEON 


required Pre-registration candidates cligibic 
Applications, with copies of recent testimonials, 
should be forwarded to Group Secretary, South- 
ampton Group Hospital Management Committec. 
Bullar Street, Southampton (Pr.4917) 


ROYAL SUSSEX COUNTY HOSPITAL 
Brighton (312 beds) 


1 HOUSE SURGEON 


required mid-April Recognized for pre-registra- 
tion and F.R.CS Applications, stating usual 
particulars, and naming two referees, to the Ad- 
ministrative Officer (Pr.4610) 


ROYAL SUSSEX COUNTY HOSPITAL 
Brighton (312 beds) 


HOUSE SURGEON 


required immcdiately Recognized for  pre- 
registration and F.R.C.S Applications, stating 
usual particulars. and naming two referees, to the 
Administrative Officer (Pr 9114) 


LISTER HOSPITAL, Hitchin, Herts 


RESIDENT HOUSE SURGEON 
required. Post vacant April 15, 1957. Recognized 
as pre-registration post and for F.R.C.S. Appili- 
cations to be sent to the Medical Administrator 
(Pr 4415) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 23 


ABSTRACTS OF WORLD MEDICINE 


Each monthly issue contains abstracts of articles selected for their importance 
from over 1,600 medical periodicals published throughout the world. Abstracts 
of World Medicine covers the whole field of medicine and brings together from 
widely scattered sources the most recent contributions to medical progress, 
abstracted fully enough to indicate their nature and value to the general reader 


and to enable the specialist to assess their importance in relation to his own 


work. 


Abstracts of World Medicine provides a guide to the literature in 


languages with which the reader is unfamiliar and a means of keeping abreast 
of developments in all branches of medicine. 


Annual Subscription (12 issues) £4 4s. 


U.S.A. and Canada $13.50 


BRITISH MEDICAL ASSOCIATION 


“B.M.A. House, Tavistock Square, London, W.C.1 
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Surgery—contd. 
SHREWSBURY HOSPITAL GROUP 
Reyal Salop /Copth Hospi 
(500 beds) 
HOUSE SURGEON 
Vacant immediately Pre-registration candidates 
chet Recognized for the F.R.CS Applica 
thom, with copy testimonials, to Group Secretary 
Royal Salop Infirmary, Shrewsbury (Pr 4709 


SOUTH CHESHIRE HOSPITAL MANAGEMENT 
COMMITTEE 


Crewe and District Memorial Hospital 
(108 beds acute, and continuation 32 beds) 


PRE-REGISTRATION HOUSE OFFICER 
(Surgical) 
required (Approved for F.R.CS.) Salary and 
conditions in accordance with Whiticy Council 


Scale Apply immediately, stating age. qualifica- 
toms, with names of two the 
Group Secretary Barony Hospital Nantwich 
Cheshire (Pr.4841) 


SOUTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


The General Hospital, Bishop Auckland. 
Co. Durham (350 beds) 


HOUSE SURGEON 
required Recognized pre-registration post Apply 
naming two referees, to K. G. T. Luxford, Group 
Secretary, at the above address (Pr.4810) 
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THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street, London, W.C.1 


A vacancy will occur in May, 1957, for a full 
time 
RESIDENT SENIOR SURGICAL REGISTRAR 
to the Thoracic Unit 
Further particulars and forms of application, which 
must be returned not tater than Monday, April 
22, 1957, are obtainable from the undersigned 
H. F. Rutherford, House Governor and Secretary 
(4921) 


UNITED LEEDS HOSPITALS /LEEDS 
REGIONAL HOSPITAL BOARD 


REGISTRAR IN THORACIC SURGERY 

First year normally at the Regional Thoracic 
Centre, Pinderfields General Hospital, Wakefield 
(56 beds), which is under the charge of the Con- 
sultants to the Teaching Hospital Second year 
if possible at the General Infirmary at Leeds 
Recognized for F.R.CS. Applications, stating age, 
qualifications, and details of present and previous 
appointments (with dates), together with the names 
and addresses of three referees, to the Secretary 
Joint Registrars Committee, Park Parade, Harro- 
gate by April 4, 1957 (4778) 


MIDDLETON HOSPITAL, Itkley (430 beds) 
RESIDENT SENIOR HOUSE OFFICER 


(Surgical) 
required for Major Thoracic Surgical Unit at the 
above hospital Applications, stating agc. nation- 
ality. qualifications and experience, to Hospital 
Secretary (4869) 


STAINES GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Ashford Hespital, Ashford, Middlesex (560 beds) 


RESIDENT HOUSE SURGEON (Male) 
required for general surgical duties Six months 
appointment, vacant April 1 1957 Preference 
given to pre-registration candidates Applications 
stating qualifications, and experience with 
copies of up to three recent testimonials, to Medical 
Director of Hospital (Pr.4011) 


TAUNTON AND SOMERSET HOSPITAL 


Applications are invited for 

HOUSE OFFICER (General Surgery) 
Post vacant now Recognized for pre-registration 
candidates and F.R.C.S Applications, stating age 
nationality, and qualifications, with the names of 
two referees, should be forwarded to Group Sec- 
retary, Taunton Hospital Management Committee 

Musgrove Park Hospital, Taunton, Somerset 
(Pr 4454) 


WEST HERTS HOSPITAL 
Hemel Hempstead, Herts 


HOUSE SURGEON (pre-registration) 
required Applications, giving full details and 
copies of recent testimonials, should be sent to 
the Hospital Secretary at once (Pr 9955) 


WHITTINGTON HOSPITAL, London, N.19 


Applications are invited for one post of 
HOUSE SURGEON (General Sargery) 
Vacant now. Post recognized for F.R.C.S(Eng.) 
Pre-registration candidates may apply. Application 
forms obtainable from Group Secretary, 46, 
Choimeley Park. London, N.6 (ARCHway 4070, 
ext. 24), and returnable to the Medical Superin- 
tendent. Whittington Hospital, London, N.19, by 
April 1, 1957 (Pr.4777) 


THORACIC SURGERY 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITA A 


erts 


SENIOR SURGICAL REGISTRAR 
Thoracic Surgical Unit 


Applications for this appointment are invited 
from overseas candidates (particularly from the 
Commonwealth) with experience in general surgery 
and diseases of the chest, who wish to have a 
period of training in thoracic surgery in England, 
with the intention of subsequently returning to 
their own country. Appointment for one year, with 
may be the extension for a further year The hos- 
pital is recognized for the English F.R.C.S., has 
405 beds, including 90 for tuberculous and non- 
tuberculous thoracic surgery Application forms 


obtainable from, and returnable to, Group Secre- 
tary. Barnet Group 1, Wellhouse Lance, 
Barnet, Herts, by April 10 ( 


4946) 


SULLY HOSPITAL, Selly, Glam. 
Regional Thoracic Centre (324 beds) 


SENIOR HOUSE OFFICER (Sargical) 
required to commence May 1, 1957 Experience 
will be gained in investigation and treatment of 
chest and heart conditions Form of application 
from Group Secretary, Cardiff Hospital Manage- 
ment Committee, 44. Cathedral Road, Cardiff 

(4771) 


THE ROVAL HOSPITAL, Wolverhampton 
(An Associated Hospital of the Birmingham 
University Medical School) 


PRE-REGISTRATION HOUSE OFFICER 
for Thoracic Surgery and some dotics in Casualty 
Department. Applications to Secretary (Pr.4710) 


UROLOGY 
THE UNITED LEEDS HOSPITALS 
The General ‘Infirmary at Leeds 


HOUSE OFFICER 

Senior of Junior (pre or post-registration) 
required for Department of Urology. Post tenable 
for six months from May 1, 1957. Salary accord- 
ing to grade Terms and conditions of service for 
Hospital Medica! Staff apply. Applications, stating 
age, Qualifications, previous posts (with dates) and 
three names for reference, to be sent to the Secre- 
tary & the Board by not later than April 3. 1957 

(4814) 


EDINBURGH NORTHERN HOSPITAL 
GROUP 


HOUSE SURGEON 
required for Urological Unit, Western General 
Hospital, commencing on April 1, 1957 Appli- 
cations, with names and addresses of two referees, 
to the Medical Superintendent, Western Gencral 
Hospital, Edinburgh, 4 (4805) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 23 


PUBLIC HEALTH 
LONDON COUNTY COUNCIL 


VISITING MEDICAL OFFICER 

Applications are invited from medical practi- 
tioners practising in locality under National Health 
Service for appointment as visiting medical officer 
to a home of 45 old people at High Close, Hol- 
ford Road, N.W.3 Remuneration £40 a year, 
plus fees receivable from Executive Council in 
respect of residents and residential staff who may 
be taken on N.HS. list. Particulars and applica- 
tion forms from Medical Officer of Health 
(PH /D1/487), County Hall, Westminster Bridec, 
S.E.1, and returnable by April 1. (4846) 
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COUNTY BOROUGH OF ROCHDALE 


Applications are invited from qualified medica 
practitioners, male or femaic, for the whole-time 
appointment of 


ASSISTANT SCHOOL MEDICAL OFFICER 


While the duties of the post will be mainly within 
the School Medical Service, they will include cer- 
tain duties with regard to Child Welfare Prefer- 
ence will be given to holders of the D.P_H. or 
similar qualification, and to those with experience 
of ascertainment ot educationally sub-norma! 
children Salary £1,050, rising by increments of 
£50 to £1,200 per annum, then by increments of 
£55 w £1,475 per annum, commencing according 
to experience and qualifications The successful 
candidate must pass a medical examination 
Candidates must state whether they are related to 
any member or senior official of the Council 
Canvassing will disqualify Apply. stating age, 
qualifications, experience, and giving names and 
addresses of two referees, to the Medical Officer 
of Health, Public Health Department, Baillie Strect 
Rochdale, by Friday. March 29, 1957 . BK 
Moore, Town Clerk. Town Hall, Rochdale. (4659) 


DERBYSHIRE COUNTY COUNCIL 


SENIOR ASSISTANT MEDICAL OFFICER 


Applications are invited from male medical 
practitioners for the wholc-time appointment of 
Senior Assistant Medical Officer. Possession of the 
D.P.H. (or its approved equivalent) is essential and 
experience in school health and mental deficiency 
work is advantageous. The work will be larecly 
administrative in connection with the Public Heaith 
and School Health Services, but other duties may 
be assigned to the officer appointed. who will work 
under the direction of the County Medical Officer 
Office accommodation will be provided in the 
Central Office. The salary is £1,210 by £55 (5) by 
£50 (4) to £1,685 per annum, together with a 
travelling allowance Applications should be sub- 
mitted to the undersigned by March 30. 1957. 
Application forms are not provided, but the con- 
ditions of service will be supplied on request.— 
J. B. S. Morgan, County Medical Officer of Heaith, 
County Offices, St. Mary's Gate. Derby (4633) 


EAST SUSSEX COUNTY COUNCIL 


ASSISTANT COUNTY MEDICAL OFFICER 
AND SCHOOL MEDICAL OFFICER 


Applications are invited from registered medical 
practitioners for the above appointment Salary 
within the range £1,050 by £50 to £1,200 by £55 
to £1,475 Possession of the D.PH. and or 
experience in the ascertainment of educationally 
sub-normal children will be considered an advan- 
tage Forms of application and further particu- 
lars may be obtained from the County Medical 
Officer of Health. County Hall, Lewes, and should 
be returned to him not later than two weeks after 
the appearance of this advertisement (4455) 


STAFFORDSHIRE COUNTY COUNCIL 


APPOINTMENT OF ASSISTANT COUNTY 
MEDICAL OFFICER AND SCHOOL MEDICAL 
OFFICER 


Applications are invited from fully qualified 
medical practitioners and those holding the Diploma 
of Public Health will be given preference The 
candidate appointed will undertake clinical work 
in the School Health and Child Welfare Services 
under the direction of the County Medical Officer 
of Health, and will be required to perform such 
other duties as may from time to time be pre- 
scribed The salary scale is £1,050 by £50 to 
£1,200 by £55 to £1,475. and increments may be 
given for previous similar service. The appoint- 
ment will be terminable by three months’ notice 
in writing on cither side and subject to the pro- 
visions of the appropriate Superannuation Acts 
and Regulations, in which connection the selected 
candidate must pass a medical examination and 
submit his or her birth certificate Forms of 
application may be obtained from the County 
Medical Officer, County Buildings, Stafford, two 
whom they should be returned when completed 
not later than by April 13, 1957.—T. H. Evans. 
Clerk of the County Council, County Buildings. 
Stafford (4958) 


WORCESTERSHIRE COUNTY COUNCIL 


ASSISTANT COUNTY MEDICAL OFFICER OF 
HEALTH (Worcestershire 6 /11ths) 
MEDICAL OFFICER OF HEALTH 
(Redditch Urban District § /11ths) 


Applications are invited from registered medical 
practitioners possessing D.P.H. and recognized by 
Ministry of Education for ascertainment of handi- 
capped pupils. Duties include maternity and child 
welfare (with attendance at centres), school health 
service, and full range of public health duties. 
Salary not less than £1,528, rising to a maximum 
of £1,908 Car allowance Application forms, 
details, from County Medical Officer, County 
Buildings, Worcester. (S.171) (4660) 
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Public Health—contd. 
WORCESTERSHIRE COUNTY COUNCIL 


ASSISTANT COUNTY MEDICAL OFFICER OF 
HEALTH (Worcestershire /11ths) 
MEDICAL OFFICER OF HEALTH 

(Bromsgrove Urban Reral Districts 3/liths 


Applications are invited from registered medica! 
practitioners possessing D.P.H. and recognized by 
Ministry of Education for ascertainment of handi- 
capped pupils. Duties include maternity and child 
welfare (with attendance at centres), school health 
services, and full range of public health duties 
Salary not less than £1,600, rising to a maximum 


of £1,961 Car allowance Application forms, 
with full details, from County Medical Officer, 
County Buildings, Worcester. (S.170) (4661) 


COMMERCIAL APPOINTMENTS 


IMPORTANT MEDICAL APPOINTMENT 

Johnson & Johnson (Great Britain) Ltd., require 
a fully qualified doctor to take charge of the 
development and promotion of their surgical and 
medical products as supplied to the medical and 
dental professions, hospitals, clinics and industrial 
users. Applicants, who should be under 40 ycars 
of age. should have up-to-date knowledge of hos- 
pital and clinical practice particularly in relation 
to surgical dressings and techniques. Experience 
in the preparation of medical literature and in 
medical journalism would be an advantage 
Business aptitude and interest in manufacturing and 
commercial activities essential. The position is an 
important one and carries a substantial salary, 
£1,700 upwards, commensurate with qualifications 
and experience. Please write in the first instance. 
giving full particulars of your professional carcer 
and general qualifications and experience, to 
Marketing Manager, Johnson & Johnson (Great 
Britain) Lid., Bath Road, Slough, Bucks. 


INDUSTRIAL APPOINTMENTS 


Atteation is drawn to the B.M.A. scale of re- 
Medical Officers, which 
is available on request from the Secretary. 


NATIONAL COAL BOARD 
North-Eastern Division 


Applications are invited for the post of 


— MEDICAL OFFICER 
No, 4 (Carlton) Area 


Candidates should preferably be aged about 30 
years and have experience in the field of preven- 
tive and industrial medicine, and a knowledge of 
the Coal Mining Industry will be an advantage 
The work will include making underground visits 
at collieries. Salary, according to qualifications and 
experience, will be within the range of £1,100 
to £1,600 per annum Candidates with a fair 
amount of postgraduate experience will not be 
paid less than £1,200. Detailed applications, giving 
the names of two referees, should be sent to the 
S:aff Direcor, National Coal Board, Holmwood 
House, Ecclesall Road South, Shefficild. 11. by 
March 30, 1957. Mark envelopes “Staff Vacancy.” 
This post was originally advertised on February 2 
and 9. 1957 Previous applicants will be auto- 
matically considered. (4655) 


FACTORY DOCTORS 
FACTORIES ACTS, 1937 and 1948 


The following appointment as Appointed Factory 
Doctor is vacant: Loughborough, in the County 
of Leicester Applications, which should be 
received not later than April 6, 1957, should be 
sent to Chief ey 1 of Factories, 19, St. James's 
Square, London, S.W 


REPUBLIC OF IRELAND 
COMHAIRLE CONDAE NA GAILLIMHE 


VACANCIES ON RESIDENT MEDICAL STAFF 
—GALWAY REGIONAL HOSPITAL 


Application forms and full particulars of the 
following whole-time temporary posts may be 
obtained from the Secretary, Galway County Coun- 
cil, County Buildings, Galway, to whom completed 
forms should be returned so as to reach him on 
or before March 29, 1957 


ONE SENIOR HOUSE PHYSICIAN (Paediatrics) 
ONE SENIOR HOUSE PHYSICIAN (Anaesthesia) 


Salary in cach case £600 per annum plus temporary 
bonus of £49 10s. per annum, less a deduction at 
the rate of £159 per annum for emoluments pro- 
vided in kind.—L. O'Luanaigh, Runai. (4969) 


CAVAN COUNTY COUNCIL 
WANTED IMMEDIATELY, REGISTRAR 
County Surgical Hospital, Cavan, Ireland 

Application forms and particulars from the under- 
signed. Salary £800 to £1,000 per annum, inclusive 

I J. Smith, County Secretary, Courthouse, 
Cavan, Ireland 


OUR LADY'S HOSPITAL FOR SICK CHILDREN 
Crumiia, Dublin 


Applications are invited for the post of 
SURGICAL REGISTRAR 
at the above hospital. Remuneration will be at 
the rate of £600 per annum all found. Applica- 
tion forms. together with further particulars, may 
be obtained from the undersigned. Latest date for 
receipt of applications, April 5, 1957.—Kyran P 
Tanham, Secretary /Manager (4968) 


OVERSEA (Vacant) 


SOCIAL AND PREVENTIVE MEDICINE. PRO- 
FESSOR, UNIVERSITY OF SASKATCHEWAN, 
CANADA, Regret error in March 2 advertisement 

salary should have read $10,000. (9959) 


FREE PASSAGE TO NEW ZEALAND, AUST- 
RALIA, via Pacific, offered doctor aboard 100-ton 
Sailing vessel, leaving April, arriving November.— 
Apply Master, s.v. Agnes, Railway Wharf, Bristol 


A RARE OPPORTUNITY TO SEE SOUTH 
AFRICA. Young male Assistant in lareciy native 
practice. Week-ends free. Some experience of 
general practice desirable. Salary £1,200 per annum 
tax free. Hotel accommodation and car provided 
Highest personal references required, with names 
of wo referees.—Box 611, B.MJ 


FULLY APPROVED RESIDENCIES IN MEDI. 
CINE in 340-bed general hospital beginning July |. 
1957. Affiliated medical school and large diagnos- 
tic clinic, excellent clinical training in all depart- 
ments. Salary $2,400 to $3,600, with transportation 
provisions in special cases. Write Administrator, 
Robert Packer Hospital, Sayre, Pennsylvania 

(4667) 


GOVERNMENT OF THE EASTERN REGION 
OF NIGERIA 


MEDICAL OFFICERS OF HEALTH 
required for administration of cnvironmentai 
hygiene, maternal and child welfare, school health. 
health education and contro! of communicable 
diseases Women cligible, and would 
encouraged to concentrate on school health and 
welfare duties. At present emphasis is being placed 
on development of a school health service and on 
tuberculosis control, Officers may be required two 
visit rural areas around the township where their 
principal responsibility lies Candidates must 
possess medical qualifications registrable in United 
Kingdom and a Diploma in Public Health 
Appointment on contract for two tours of not 
more than two years. Salary scale from £1,434 
to £2,118 a year, and gratuity (taxable) payable 
on completion of satisfactory engagement at rate 
of £37 10s. for each completed period of three 
months’ service (including leave). Quarters pro- 
vided at rental of 10% of salary. Taxes at local 
rates Annual local leave permissible; gencrous 
home leave after each tour, Free return passages 
for officer and wife, and, when appropriate, cither 
(but not both) of the following in any one tour 
of service: (a) One return sea passage for each 
of two children under age 18 subject to maximum 
of £75 for the return journey for each child. or 
(b) an allowance of £75 a year for each of two 
children under age 18 maintained outside Nigeria 


for the whole tour Application forms from 
Director of Recruitment, Colonial Office, London 
S.W.1 (quoting BCD. 117 /411/05). (4868) 


FOR SALE. N.S.W., AUSTRALIA. DOCTOR'S 
PRACTICE in Sydncy suburb. Two almost new 
bungalows, all-clectric, sewered Separate unit 
containing two surgeries, office and waiting room 
Also branch surgery and residence in nearby centre 
Suitable for two doctors on partnership No 
Opposition On clectric train line. Turnover 
£12,000 (approx.). Audited income tax return for 
examination by bona fide buyer Excellent scope 
in new expanding residential area. Houses and 
practice—walk in, walk out-—£23,000 (Aust.). Will 
consider terms. Reply 2969. c/o Box 1627, 
G.P.O., Sydney, New South Wales, Australia 


GROUP PRACTICE IN SOUTHERN ONTARIO, 
CANADA, interested in obtaining services of 
qualified Anaesthetist. Any interested could obtain 
full information from Dr. James Loudoun, 185, 
Woolwich Street, Guelph, Ontario, Canada. 


AUSTRALIA. VICTORIA COASTAL TOWN. 
E.N.T. Surgeon required as Assistant with view to 
partnership in specialist pracfice. Minimum salary 
£A.2,500 per annum. Share worth over £A.4,500 
per annum Details from Medical Practices 
Advisory Bureau, B.M.A., Tavistock Square, 
wel 


MEDICAL OFFICERS REQUIRED BY FALK- 
LAND ISLANDS DEPENDENCIES SURVEY 
for tour of 18 or 30 months’ service in Antarctic 
bases. To leave U.K. in October, 1957, Salary 
£625 a year. Free passages, quarters, messing and 
canteen stores. Liberal leave on full salary. Can- 
didates must possess qualifications registrable in 
the United Kingdom Write to the Crown 
Agents, 4, Millbank, London, S.W.1. State age, 
name in block letters, full qualifications and experi- 
ence, and quote M3 /44020/BG (4897) 


LOCUM WANTED IMMEDIATELY (MAN OR 
WOMAN) for Mission Hospital in Nigeria, for six / 
nine months. Apply Medical Secretary, Methodist 
Missionary Society, 25, Marylebone Road, N.W.1 

(4831) 


CATHOLIC MISSION HOSPITALS. VACAN- 
cies in East and West Africa and India.—Apply 
Secretary, Damien Society, 47, Fitzwilliam Square, 
Dublia (71%) 


CANADA, RESIDENT IN PATHOLOGY 
required at earliest possible date. Two or more 
years’ experience desirable with emphasis on tissuc 
pathology. Salary $2.700 to $3,600 per annum, 
depending on experience and qualifications. 
Appointment initially for one year, but could be 
extended by mutual agreement. Apply. giving full 
details and names of two referees, to Executive 
Director, Reddy Memorial Hospitai, Tupper Street, 
Westmount, Montreal. (4666) 


DALHOUSIE UNIVERSITY 
Halifax, Nova Scotia, Canada 


Vacancy in Department of Physiology for an 
ASSISTANT PROFESSOR 

Salary $5,000. Please apply to the Dean, Faculty 

of Medicine. (4970) 


HER MAJESTY’S OVERSEAS CIVIL SERVICE 


MEDICAL OFFICER OF HEALTH 
required in Medical Department, Barbados. Duties 
include school health, public health education. 
maternal and child welfare clinics, tuberculosis 
and venereal disease clinics, control of quarantin- 
able diseases and co-operation with Local Govern- 
ment bodies in their health matters with special 
relation to sanitation and hygiene Candidates 
must possess qualifications registrable in United 
Kingdom and D.P.H. Experience in Public Health 
practice and qualification in Tropical Medicine 
and Hygiene desirable but not essential. Officer 
liable to be attached or transferred to any Health 
Centre in territory Appointment on permanent 
basis, with pension (non-contributory) 1 /600th of 
final pensionable emoluments for cach completed 
month of pensionable service, or agreement for 
three years in first instance (in which case passage 
regulations are slightly different). Only permanent 
officers can be members of Her Majesty's Overseas 
Civil Service. Salary scale £1,400 to £1,600 per 
annum. Furnished quarters provided at rental of 
10% of salary for house plus 21% for furniture. 
(Rental for furniture under review.) On appoint- 
ment, free passages provided for officer, wife and 
dependent children under 18 years up to a total 
cost of £400. Leave passages provided for husband 
and wife after completion of minimum tour of 34 
years. Income tax at local rates. Climate healthy 
Social. and recreational amenities good Educa- 
tional facilities available. Application forms from 
Director of Recruitment, Colonial Office, London. 
S.W.1 (quoting BCD 117/28/012) (4950) 


MUNICIPAL BOARD OF MOMBASA 


MEDICAL OFFICER IN CHARGE OF 
MATERNITY AND CHILD WELFARE 
Applications are invited from suitably qualified 
lady medical practitioners for the post of Medical 
Officer in charge of Maternity and Child Welfare 
The salary scale attached to the post is £1,828 by 
£64 to £2,084. Housing or house allowance, pas- 
sages, leave and motor-car allowances are in ac- 
cordance with the Board's terms of service, which 
may be obtained from the undersigned. Appli- 
cants should have had wide experience in obstetrics 
and in the running of Maternity and Child Welfare 
Clinics. The posseasion of a higher qualification 
in obstetrics or surgery is desirable. Applications 
stating age, nationality, qualifications and experi- 
ence, accompanied by copies of recent testimonials 
and a medical certificate of fitness, should reach 
the undersigned not later than May 1, 1957. Can- 
vassing disqualifies.—A. V. Ratcliff, Town Clerk. 
Town Hall, P.O. Box 440, Mombasa, Kenya. (4524) 


PAEDIATRIC RESIDENT REQUIRED FOR ONE 
YEAR commencing July 1, 1957, for 83-bed child- 
ren’s acute and long-term and surgical hospital 
Accommodation available. Remuneration $175 per 
month, less $15 per month accommodation. Appli- 
cation, stating age, qualifications, nationality. 
marital status, accompanicd by recent references 
and photograph, should be forwarded by air mail 
to the Administrator, Children’s Hospital, 250, 
West 59th Avenue, Vancouver 15, British Columbia 

4971) 
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Oversea (Vacant)—contd. 
HER MAJESTY’S OVERSEAS CIVIL SERVICE 


Applications invited from doctors with qualifica- 
tions registrable in United Kingdom for following 
posts in British Guiana. Diploma in Pathology or 
Bacteriology required for (a) and D.O.M.S. or 
FRCS. (Bye) plus active engagements during past 
three years for (b) 

(a) PATHOLOGIST 
for New Amsterdam and Mental Hospitals, to have 
charee of laboratory staff, buildings and cquip- 
ment, to supervise laboratories of Government 
hospitals and be responsible for taining of 
laboratory technicians 
(>) JUNIOR OPHTHALMOLOGIST 
to assist in treatment of cye diseases at Public 
Hospital Georeectown and other hospitals as 
required, to be responsible for indoor and outdoor 
patients, including special inspections of school 
children and clinic sessions at District Hospitals 
Salary for (a) and (b) £1,600 a year plus £250 a 
year (non-pensionabic) in licu of consultation fees 
MEDICAL OFFICERS 

for usual duties of Government Medical Officer in 
any part of Colony May first be under super- 
vision of experienced Medical Officer in a Public 
Hospital. Salary scale £950 to £1,450 a year 

Appointments on permancnt basis with pension 
(non-contributory) 1/600th of final pensionabic 
emoluments for cach completed month of service 
Or on contract for three years’ resident service 
with gratuity (taxable) of 22)% of salary for each 
three months’ service. Candidates from National 
Health Service may retain superannuation rights 
during service abroad (up to six years) and receive 
gratuity of 20% of salary on leaving overseas 
employment (Only permanent officers are mem- 
bers of Hei Majesty's Overseas Civil Service.) 

Free unfurnished quarters or allowance of £100 
a year in lieu when attached to an institution. In 
districts where quarters available rent payable at 
10% of salary Free passages from officer. wife 
and children under 18 years, up to five persons 
in ell Assisted passages for officer and wife on 
leave 

Application forms from Director of Recruitment 
Colonia! Office, London, S.W.1 (quoting BCD 
117 / 30/019) (4951) 


ROVAL PERTH HOSPITAL, Western Australia 


SENIOR STAFF RADIOTHERAPIST 

Applications are invited from holders of the 
Diploma of Radiotherapy for the above full-time 
post. Salary £A.3,120 per annum. The Senior Staff 
Radiothcrapist will work under the overall direc- 
tion of a Senior member of the Honorary Medical 
Staff, and will be responsible for dutics of full- 
time staff wmternal management of the Depart- 
ment; training of Technicians; arrangement of 
demonstrations and provision of radiotherapy 
teaching material. The Royal Perth Hospital is the 
main teaching hospital associated with the Univer 
sity of Western Australia It has more than 600 
beds and is extending. The selected applicant will 
be required to furnish a satisfactory medical certi- 
fieate and x-ray In addition tw ali relevant per- 
sonal details, applications must include particulars 
of qualifications, experience and the names of two 
referees, and should reach the undersigned on or 
before May 31, 1957.—Joseph Griffith, Administrator 
(4891) 
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| THE BOARD OF MANAGEMENT OF ALFRED 
HOSPITAL, Commercial Road, Prahran, Victoria 
Applications invited from suitably qualified 
medical practitioners for the appointment of 
DEPUTY DIRECTOR OF DIAGNOSTIC 
RADIOLOGY 
Full-time permanent appointment. Salary at the 
rate of £2,750 (Aust.) per annum with right of 
private practice within the hospital, the fees from 
which will amount w not less than £750 (Aust.) 
per annum A Superannuation Scheme is avail- 
able. Further particulars may be obtained from 
the undersigned Applications, accompanied by 
testimonials and addressed to the Manager, will 
be received until noon, April 20, 1957.—C. G. 
Rankin, Managcr (4929) 


(U.S.A. MENTAL HOSPITAL PHYSICIANS 

These positions involve the performance and 
supervision of medical care and administrative 
services for patients in a 2,800-bed mental hospital 
in the Shenandoah Valley of Virginia Merit 
increases, vacation, and sick leave with pay, retire- 
ment benefits 

STAFF PHYSICIAN 
Two years of psychiatric experience, at least one 
of which must have been in a mental hospital ; 
licence to practise medicine in State or eligibility 
therefor. Starting salary $8,784 per year 
JUNTOR PHYSICIAN 

Graduate from a recognized medical college sup- 
plemented by one year of rotating internship in an 
approved hospital ; licence to practise medicine in 
State or eligibility therefor. Starting salary $8,400 
per year 

Apply for the above positions to Superintendent, 
Western State Hospital, Staunton, Virginia, U.S.A 

(8902) 


WANTED, FOR THE GENERAL HOSPITAL, 
ST. THOMAS, ONTARIO, CANADA, INTERNS, 
Salary $150.00 monthly, with full maintenance and 
laundry The Hospital Board will provide passage 
to Canada This passage money will be deducted 
over a twelve month period from pay, but one- 
half will be refunded on completion of one year's 
service. The Hospital has 285 beds and 61 bassin- 
ettes, opencd in May, 1954, and fully accredited. 
A rotation system is provided (4200) 


WELLINGTON HOSPITAL BOARD, Wellington, 
Zealand 


New 


RESIDENT JUNIOR PHYSICIAN 

Applications are invited for the above position 
at the Silverstream Hospital, Wellington, New 
Zealand. This is a geriatric hospital and includes 
some long-stay orthopacdic patients. This position 
is graded as Junior Specialist under the New 
Zealand Hospital Employment Regulations, and is 
subject to grading procedure The salary for a 
suitably qualified applicant is £1,600 to £1,900 per 
annum (New Zealand currency). Transportation 
allowance is available A house is available in the 
hospital grounds A rental of £150 per annum is 
deductible from the salary for the house, including 
fuel and light Further details may be obtained 
from the New Zealand High Commissioner, 415, 
The Strand, London, W.C.2 Applications close 
on April 15, and should be addressed to the Scc- 
retary, Wellington Hospital Board. Wellington, 
New Zealand.—J. B. 1. Cook, Secretary (4505) 


SYDNEY HOSPITAL, Sydney, N.S.W. 


HONORARY MEDICAL STAFF 

Applications, closing April 16, 1957, are invited 
from legally qualified medical officers for the 
following appointments 

(a) HONORARY THORACIC SURGEON 

HONORARY ASSISTANT THORACIC 

SURGEON 

The term of appointment in both cases is for four 
years from June 1, 1957. The successful applicants 
will be subject to Sydncy Hospital dual appoint- 
ment regulation, which means that appointees 
cannot bold a similar position with another tcach- 
ing hospital. Forms of application and brief notes 
regarding duties are obtainable from the Adver- 
tisement Director, British Medical Journal. Appli- 
cant must compicte Sydney Hospital application 
forms and should attach copies only of three 
recent credentials. Canvassing of members of the 
Board will disqualify. Applications to be addressed 
to the President, Sydocy Hospital, Sydney, and 
envelopes suitably endorsed.—E. Docking, 
Secretary (4912) 


VACANCIES FOR A ONE-YEAR ROTATING 
INTERNSHIP at the Elizabeth General Hospital 
and Dispensary, Elizabeth, New Jerscy, located 15 
miles from New York City 200 beds, 13,000 
admissions yearly, Cancer Clinic, Cardiac Clinic 
and Neuropsychiatric Department Approved by 
the American Hospital Association American 
Medical Association. American College of Surgeons 
Stipend $125 per month plus full maintenance and 
yniforms. Only graduates from approved Univer- 
sity Schools accepted. For details write W. Mal- 
colm MacLeod, Director (4892) 


OVERSEA (Wanted) 


NEW ZEALAND. ASSISTANTSHIP WITH 
view, Partnership, long-term Locum required by 
English M.B. 1952, 29. married, 2 years’ G.P. 
with obstetrics. Arriving July.—Box 628, B.M.J. 


UNIVERSITY AND RESEARCH 
APPOINTMENTS, ete. 


THE BERKELEY FELLOWSHIP 
Regret emolument read $1,500. This should have 
been £1,500 Full details are shown on page 41, 
March 2 issue 


ASSISTANT PROFESSOR OF PREVENTIVE 
MEDICINE, full-time position teaching, rescarch 
and some administration. Salary $6,000 to $7,000 
Apply, stating qualifications, to Dr. J. J. Day, 
Professor of Preventive Medicine, University of 
Ottawa, Ottawa, Ontario, Canada (4972) 


UNIVERSITY OF LONDON KING'S COLLEGE 


LECTURER IN ANATOMY 
required on October 1, 1957. The appointment 
will be on the Junior Lecturer scale of £700 by 
£50 to £900, with family allowances and F.S.S.U 
benefits Particulars and application forms may 


be obtained from the Registrar, King's College, 
Strand, W.C.2. whom completed applications must 
reach by April 16. 


(4812) 


Marcu 23, 1957 


THE UNIVERSITY OF LEEDS 
of Pathology 

Applications are invited from candidates with 
medica) qualifications registrable in this country 
for appointment as 

(a) SENIOR LECTURER IN PATHOLOGY 

(b) LECTURER OR DEMONSTRATOR IN 

PATHOLOGY 

Salaries, according to qualifications and experience, 
on scales £1,850 by £100 to £2,400 (Senior Lecturer) 
or £1,100 by £100 to £1,700 (Lecturer) or £700 by 
£100 to £900 (Demonstrator). Duties will include 
teaching and research, and autopsies and surgical 


biopsies for the General Infirmary at Leeds 
(adjoining the Institute of Pathology). Candidates 
who have held university posts in anatomy, 


physiology or biochemistry would be favourably 
considered for appointment as Lecturer or Demon- 
Strator, special experience in pathology not, in 
such instances, being essential The successful 
candidates will be expected to take up their dutics 
as soon as possible. Three copies of applications, 
which should include mention of research experi- 
ence and interests, and give date of birth, auali- 
fications, experience, and names of three referees, 
should reach the Registrar, the University, Leeds. 
2 (from whom further particulars may be obtained). 
not later than April 30, 1957. (4947) 


THE UNIVERSITY OF MANCHESTER 


Applications are invited from candidates with 
medical qualifications registrable in this country 
for the post of 
ASSISTANT LECTURER OR DEMONSTRATOR 

IN PATHOLOGY 
Previous experience in Pathology is not essential 
Duties will consist of teaching and of participa- 
tion in the morbid anatomy service of Manchester 
Royal Infirmary. Opportunities will be available 
for research. Salary scale per annum attached to 
the posts: £700 by £100 to £1,100. Initial salary 
and status according to qualifications and experi- 
ence. Membership of Children’s Allowance Scheme 
and, in the case of an Assistant Lecturer, of 
F.S.S.U. Applications should be sent, not later 
than April 1, 1957, to the Registrar, the University, 
Manchester, 13, from whom further particulars 
and forms of application may be obtained. (4580) 


THE UNIVERSITY OF MANCHESTER 


Applications are invited for the post of 
MEDICAL ARTIST 
who will be responsible for the preparation of 
paintings, drawings, diagrams and similar works 
for members of the staff of the medical school, 
both in the University and in the United Man- 
chester Hospitals. Salary not less than £600 per 
annum. Duties to begin in October, 1957, or as 
early as possible thereafter Applications should 
be addressed to the Registrar, the University, 
Manchester, 13, and should reach him not later 
than April 15, 1957 Applicants should give the 
names of not more than three persons to whom 
reference may be made and may also submit copics 
of not more than three testimonials, which will not 
be returned. (4864) 


UNIVERSITY OF ABERDEEN 


Applications are invited for the post of 
LECTURER IN MENTAL HEALTH 
with status of Clinical Assistant in the Aberdeen 
teaching hospitals, in particular the Department 
of Psychological Medicine, Aberdeen Royal Infir- 
mary. Salary on scale (b) £1,100 w £1,500, with 
placing according to qualifications. F.S.S.U. and 
children’s allowance Part of removal expenses 
refunded. Conditions of appointment and forms 
of application should be obtained from the Secc- 
retary, the University, Aberdeen, with whom 
applications (15 copies) should be lodged not later 
than April il, 1957 Applicants outside the 
British Isles may submit one copy of application 


(4893) 
UNIVERSITY OF OXFORD 
Applications are invited for the post of 
MEDICAL TUTOR 
which falls vacant on June 1, 1957, The Medical 


Tutor works under the direction of the Nufficid 
Professor of Clinical Medicine and his duties are 
to assist in preparation of candidates for the 
Degree of Bachelor of Medicine and to conduct 
research. The salary is £1,600 per annum, plus 
children’s allowances, and the appointment will 
be for three years in the first instance. Applica- 
tions (four copies) should reach the Nufficid Pro- 
fessor of Clinical Medicine, Radcliffe Infirmary. 
Oxford, from whom further particulars can be 
obtained, not later than April 17, 1957.  Testi- 
monials are not required, but the names of two 
referces may be given. (4690) 


Marcu 23, 1957 
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University and Research 
Appointments, etc.—contd. 
UNIVERSITY OF GLASGOW 


LECTURESHIP IN BACTERIOLOGY 

Applications are invited for a Lectureship in 
Bacteriology Salary according to placement on 
University scale for clinical teachers. The final 
maximum is £1,750 per annum F.S.S.U. and 
family allowance benefits. Applications (12 copies) 
should be lodged, not later than April 20, 1957, 
with the undersigned, from whom further particu- 
lars may be obtained.—Robt. T. Hutcheson, Secre- 
tary of University Court. (4913) 


UNIVERSITY OF GLASGOW 


ASSISTANTSHIPS IN PHYSIOLOGY 

Applications are invited for two Assistantships in 
Physiology. Salary scale £700 to £900 with a medical 
qualification. £550 to £650 without a medicai 
qualification. Initial salary according to experience 
and qualifications. F.S.S.U. and family allowance 
benefits Applications (three copies) should be 
lodged not later than May 1, 1957, with the under- 
signed. from whom further particulars may be 
obtained.—Robt. T. Hutcheson, Secretary of 
University Court. (4894) 


SCHOLARSHIPS 


ROYAL FREE HOSPITAL SCHOOL OF 
MEDICINE (University of London) 


Applications are invited for the 
E. P. PHIPSON POSTGRADUATE 
SCHOLARSHIP, 1957-58 
of the value of £95, Open to women medical 
graduates for assistance in any kind of postgraduate 
study whether medical or scientific Applications 
to be submitted by May 1, 1957, on forms obtain- 
able from the Secretary at the School, 8, Hunter 
Street, London, W.C.1. (4865) 


PERSONAL 


SLEEPER PINS, FOR FRESHLY PIERCED 
ears. Designed for safety. Made for precision in 
9 ct. gold. Price with postage 30s.—K. Corbett, 
First Floor, 21, South Molton Street, W.1. Hyde 
Park 5905 


NOTICES 

APPLICANTS ARE ADVISED NOT TO SEND 
original testimonials when replying to advertise- 
ments. Copies will answer the purpose quite as 
well, and in the event of their being ‘ost or mis- 
laid no inconvenience will ensuc. 


MEETINGS 


NAPT SYMPOSIUM ON CHRONIC BRON- 
CHITIS. Wednesday, May 29. 1957, 3.30-6.30 
p.m., Clinical Science Building, York Place. Man- 
chester Admission by ticket only, ten shillings 
each (including afternoon tea and sherry), from 
National Association for the Prevention of 
Tuberculosis, Tavistock House North, London, 
wet. (4835) 


TITUTE OF DISEASES OF THE CHEST 
CONSULTANTS’ CONFERENCE 

A Consultants’ Conference will be held at the 
Institute from July 8 to 12 

July 8 and 9: Symposium on “ Applied Anatomy 
of the Broncho-Pulmonary Tree.” 

July 10: Informal demonstrations. 

July 11 and 12: Symposium on “ Some Immun- 
ological Problems in Tuberculosis." 

Further information and detailed programmes can 
be obtained from the Dean, Institute of Diseases of 
the Chest, Brompton, London, $.W.3. Applica- 
tion may be made to attend for the whole week or 
for either of the two symposia. The conference 
is intended for those of consultant or equivalent 
Status. (4895) 


EDUCATIONAL AND LECTURES 


M.R.C.P. LONDON. Correspondence coaching 
course recently prepared by experienced tutors, 


POSTAL COACHING FOR ALL MEDICAL 
EXAMINATIONS. Examination successes 1940- 
1955 : M.R.C.P.Lond., 234; F.R.C.S.Eng., Primary, 
18S, F.R.C.S.Eng., Final, 262; M. and D.Obst 
R.C.OG., 312; D.A., 262: D.CH., 183, Univer- 
sity and Conjoint Finals. 751. Up-to-date courses 
for the M.D.Lond., M.R.C.P_Edin., F.R.C.S.Edin., 
D.P.H., F.F.A., DPM Assistance with M.D 
Thesis. Prospectus, list of tutors, etc., on applica- 
tion to G. E. Oates, M.D., M.R.C.P(Lond.), Uni- 
versity Examination Postal Institution, 17, Red Lion 
Square, London, W.C.1. ‘Phone: HOLborn 6313 


POSTGRADUATE STUDY.—Dipiloma in Anacs- 
thetics ; Diploma in Psychological Medicine ; Dip- 
joma in Ophthalmology; Diploma in Radiology ; 
Diploma in Laryngology; Diploma in Child 
Health; F.R.C.S.Ed. and ali Surgical Examina- 
tions. M.R.C.P.Lond. and all Medical Examina- 
tions. M.D. Thesis of all Universities ; Courses for 
all qualifying examinations. Complete Guide to 
Medical Examinations sent free on application 
Applicants should state in which qualification they 
are interested. Address. Secretary, Medical Corre- 
spondence College, 19. Weibeck St.. London, W.1 


includes help with the clinical ex 
Write, J. Arnold, 189, Regent Street, W.1. 


A SHORT INTENSIVE COURSE IN THE 
PRACTICE OF INDUSTRIAL MEDICINE will be 
held in the Department of Occupational Health, 
Manchester University, commencing Monday, May 
27. to Saturday, June 1, inclusive. Numbers will 
be strictly limited. Registration fee £5 5s. Appli- 
cations should be sent to the Secretary, Nuffield 
Department of Occupational Health, Clinical 
Sciences Building, York Place, Manchester, 13, 
from whom further particulars may be — 

(4949) 


REPLIES TO BOX NUMBER 
ADVERTISEMENTS 
The names and addresses of advertisers 
using box numbers are held by us in strict 
confidence and cannot be disclosed. Appli- 
cations should be separately enclosed and 
clearly addressed : 
British Medical Journal, 
B.M.A. House, 
Tavistock Square, W.C.1. 
All communications are forwarded to 
advertisers under plain cover 


It is not possible for this office to accept 
telephone messages for relay to advertisers. 


INSTITUTE OF BASIC MEDICAL SCIENCES 
Royal College of Surgeons Fogiaad 
te Medical Federation 
of London) 

LECTURES AND DEMONSTRATIONS IN 
ANATOMY, PHYSIOLOGY AND PATHOLOGY. 
SEPTEMBER-DECEMBER, 1957 
A full-time Course of Lectures and Demonstra- 
tions in the above subjects will be held at the 
Institute from September 16 to December 20, 1957 
Applications for this course will be strictly limited 
Fee, £63. Closing date for applications: Friday, 
April 5, 1957 Further information may be 
obtained from Mr. W. F. Davis, Secretary, Institute 
of Basic Medical Sciences, Royal College of Sur- 
geons, Lincoln's Inn Fields, W.C2 Tel. : 
HOLborn 3474 (4581) 


FACULTY OF ANAESTHETISTS 
of the 
ROYAL COLLEGE OF SURGEONS OF 
ENGLAND 


EXAMINERSHIPS 
The Board invite applications for the following 
Examinerships for submission to the Council of 
the College : 
FELLOWSHIP IN THE FACULTY OF 
ANAESTHETISTS 


Primary Examination 


No. to be 
clected 
* Anatomy se 2 
* Physiology de es 2 
*Pathology ee we ae 2 
*Pharmacology ad ‘ ee 2 
Final Examination 
tSurgery ae 1 


* Applicants must hold a medical qualification 
registrable in this country 

?t Applicants must hold a higher degree or 
diploma in Medicine 

t Applicants must be Fellows of the College 

§ Applicants must be Fellows in the Faculty. 

Forms of application may be obtained from Mr 
W. F. Davis, Secretary, Faculty of Anaesthetists, 
Royal College of Surgcons of England, Lincoln's 
Inn Ficids, London, W.C.2. and must be returned 
to him by April 8, 1957.—-W. F. Davis, Secretary. 
Faculty of Anaesthetists. (4948) 


ROYAL COLLEGE OF SURGEONS OF 
ENGLAND 


SURGERY LECTURES AND CLINICAL 
CONFERENCES, APRIL, 1957 

A course of 24 Surgery Lectures, with 10 Clinical 
Conferences at certain selected hospitals, will be 
held from April 1 to 18, 1957. Only a limited 
number of students can be accepted for the 
Clinical Conferences Fees: Whole Course, 
£15 15s. Lectures only, £10 10s. ; single Lecture, 
10s. each. Applications, accompanied by a cheque 
for the appropriate fee, should be sent to Mr. 
W. F. Davis, Deputy Secretary, Royal College of 
Surgeons of England, Lincoln's Inn Fields, W.C.2, 
from whom further information may be obtained. 
(Tel. HOLborn 3474.) (4553) 


HOLIDAYS FOR DOCTORS 


AT SUBSTANTIALLY REDUCED RATES 


HOLIDAYS ABROAD from £14 19s. 0d. 


WESTMINSTER, one of the largest independent holiday organizations in Europe, are providing holidays for Doctors 
and those engaged in the medical profession generally—AT VERY SUBSTANTIALLY REDUCED CHARGES. Here is 


a world-wide travel service completely at your service. 


SPECIAL DISCOUNTS FOR YOU AND YOUR FAMILY 


CONTINENTAL COACH CRUISES from 25 gns. 


IN THE HOMELAND from {5} gns. 


WORLD-WIDE TRAVEL SERVICE BY SEA, LAND AND AIR 
RESERVATIONS AND SERVICES PROVIDED AT SPECIAL RATES 
Send for our illustrated brochures and our SPECIAL MEDICAL DISCOUNT VOUCHER ENTITLING YOU AND YOUR FAMILY TO SUBSTANTIAL REDUCTIONS 
in all Westminster Holidays—abroad and in the homeland. ) 
WESTMINSTER TOURING ASSOCIATION LTD., Medical 


West End Offices : 38/39 Parliament St., Whitehall, London, S.W.!. 
Phone TRAfaiger 11S! (4 lines) 


ON THE CONTINENT AND THROUGHOUT THE HOMELAND 


(Piease stace whether Continental or British. 


Head Office : 


AND ALL ENGAGED IN 
THE MEDICAL PROFESSION 


Department BM/3 
92 Victoria Screet, London, $.W.!. 
ViCtoria 6301 (5 /ines) 
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Educational and Lectures—contd. 
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INSTITUTE OF UROLOGY 


IN ASSOCIATION WITH ST. PETER’S, ST. PAUL’S AND ST. PHILIP'S HOSPITALS 


WEEK-END COURSE ON 
“RECENT ADVANCES IN UROLOGY" April 5-7, 1957 


Date Tim Title 
Fri., 2p.m Operating Session ot 
Apr.5 
to 9 p.m Development 
Sat., 10 a.m 


Apr.6 to ll a.m. 


11.30 a.m Lecture, Treatment of Tuberculo- Mra. H. G. Haney 


Lecture, Abnormalities of Sexual! Ma. D. 


Lecture, Biochemistry and Urology Da. A. R. Harrison 


Lecturer Place 
Ma. H. G. Hantey.. St. Paul's Hospita 
Institute of Urology 
Institute of Urology 


institute of Urology 


to 12.30 p.m. sis of the Genito-Urinary Tract 
2 p.m. Lecture, The Choice of Methods Mr. H. K. Vernon Institute of Urology 
to 3 p.m of Prostatectomy 


3.3 p.m. Lecture, Surgery of the Adrenals Mra. J. D. Ferousson 


Institute of Urology 


to 4.30 p.m. and Pituitary in Advanced 
Cancer 
Sun., 10 a.m. Museum Demonstration 


Apr.7? tollam 


Da. R. C. B. Puon Institute of Urology 


11.30a.m. Lecture, Treatment of Carcinoma Mr. A. R. C. Higham Institute of Urology 


to 12.30 p.m of the Bladder—1!, Radium 
2p.m Lecture, Treatment of Carcinoma Mr. D. M. WALLACE Institute of Urology 
to 3 p.m of the Bladder—2, Other 


Methods 


3.30 p.m. Lecture, Urethral Obstruction in 


to 4.30 p.m the Adult Male 


Mr. J. G. SANDREY institute of Urology 


Fee for the course, $ guineas. Applications to the Secretary, Institute of Urology, 10, Henrietta Street, 


London, W.C.2 


ROYAL COLLEGE OF PHYSICIANS OF 
LONDON 


Lesiiec Charlies Hill, Esq... M.D., F.R.C.P.. will 
deliver the Lumician Lectures on Tuesday and 
Thursday, April 2 and 4, 1957, at 5 p.m. at the 
College Pall Mall East Subject 
“ Systemic Lepes Erythematosus.” Any member 
of the medical profession admitted on presentation 
of card.-By order of the President Harold 
Boidero, Registrar (4845) 


THE MIDDLESEX HOSPITAL MEDICAL 
SCHOOL, W.1 


PRIZE IN APPLIED PHARMACOLOGY 


The Examination for this annual Prize, value 
25 guineas, will consist of a three-hour Paper and 
a Viva Candidates must be ex-students of the 
School who have obtained their first registrabic 
medical qualification at least three months and 
not more than fiftecn months before April 30, 
19587. The Paper will be written at the Middlesex 
Hospital Medical School on May 7, 1957. Candi- 
dates are required to submit their names in writing 
to the Dean not later than Tuesday, April 23, 1957 

(4861) 


UNIVERSITY OF LONDON 


A lecture on “The Mechaniom of Histamine 
Release" will be given by Professor Uvnis 
(Karolinska Institutet, Stockholm), at 5.30 p.m 
on March 28 at St. Thomas's Hospital Medical 
School, Albert Embankment, S.E.1 Admission 
free. without ticket.—James Henderson, Academic 
Registrar (4857) 


UNIVERSITY OF LONDON 
British Postgraduate Medical Federation 


lastitute of Neurology (Queen Square) 


Two Courses of Clinical Demonstrations open to 
Postgraduates will be held at the Nationa! Hos- 
pital, Queen Square, on Wednesdays at 4 p.m., 
from April 3 to June 19, 1957, inclusive, and on 
Saturdays at 10.30 a.m. from April 6 w June 29, 
1957, inclusive The fee for attending cither of 
these courses is two guineas Application for a 
ticket should be made to the Dean, Institute of 
Neurology (Queen Square), the Nationa! Hospital 
Queen Square, W.C.1, and a remittance to cover 
the fee enclosed. Only postal applications will be 
considered (4914) 


SITUATIONS VACANT 


Wanted, one Senior Physiotherapist, required to 
take charge of Unit at Mater Misericordiae Hos- 
pital, Newcastle. N.S.W. Salary £910 per annum 
Junior Physiotherapist required for same Unit. 
Salary £733 12s. 8d. per annum. Accommodation 
can be arranged Assistance will be given to 
obtain passages to Australia Applicants plcase 
contact Dr. D. Walker, c/o Bank of New South 
Wales, Berkeley Square, London, W.1 (4960) 


Rochdale and District Hospital Management 
Committee 


Senior Opbthaimic Optician 

Applications are invited from suitably qualified 
opticians for the post of Senior Ophthalmic 
Optician to work under the direction of the Con 
sultant Ophthalmologist The successful applicant 
will be required to uodertake duties at all the 
hospitals and clinics in the Group. Salary within 
the scale £900 to £1,200 per annum. Applications. 
giving full details and names and addresses of 
three referees, to be sent to the Group Secretary. 
Central Offices, Birch Hill Hospital, Rochdale, 
within seven days of the appearance of this notice 
(4938) 


PHARMACISTS, DIETITIANS 
DISPENSERS, NURSES, ETC. 
VACANT 
Young lady, hospital experience, secks post assist- 
ant nurse in private nursing home or clinics pre- 


ferred Kaowledge shorthand-typing.—Box 639. 


RECEPTIONISTS, SECRETARIES, 
TYPISTS, HOUSEKEEPERS, ETC. 


AVAILABLE 


Secretary seeks post, W.1. Excellent 
experience in eminent consultant's practice. Short- 
hand. Accounts. Good knowledge French First- 
class driver.—Box 629, B.MJ 


Experienced Secretary (S.R.N.) secks post with 
consultant.—Box 506, B.MJ 


General Practitioners — Ex Secretary, 
act. 29. seeks post Secretary /Receptionist medium / 
large practice London.—Box 641, B.MJ 


Marcu 23, 1957 


Applicants requiring testimonials, theses, copied 
or duplicated, should c ate with M 
Secretarial Service, Lid., 98, Victoria Street, S.W 1 
(Victoria 0141), who are specialists. 

“ Hend-picked doctors’ Secretaries, 
S.R.N.—Wiagmore Agency for Medical Secretaries. 
67, Wigmore Street, W.1. HUNter 9951 /2/3 

Typewriting and Duplicating. First-class work. 
Electric typewriters. Moderate.—Sybil Rang, 21, 
Heath Sweet, N.W.3. HAM 5329/0504 


CONSULTING ROOMS, ETC. 
AVAILABLE 


Consulting Rooms and Suites with or without 
Residential accommodation.—Agents, Ley Clark 
and Partners. Limited, 3, Wimpole Street, W.1 
Langham 1095 


Exceptional Consulting Room Suite, ground floor. 
Modern house. Central heating. Excellent service 
Welbeck 2426 


HOUSES AND PROPERTY 


The possibility of opening up a practice is NUT 
implied by the appearance of an advertisement 
under this heading. 


Doctor's house for sale in semi-rural area io 
West Midiands. Used for good income private 
practice Vendor retiring for health rcasons.— 
Box 640, B.MJ 


| Readers frequently desire to refer w 
advertisements concerning appliances, pre- 
Parations, ectc., which have appeared in 
earlier issues of the Journal. 

The Advertisement Director can supply | 
Particulars at any time. | 
In dealing with written inquiries, especi- 

ally from overseas, correspondents are. 
wherever possible, put in direct contact 
with the advertisers in whose products they 
are interested 
Write Advertisement Director, 

British Medical Journal, 

B.M.A. House, 

Tavistock Square, | 
| London, W.C.1. 


ACCOMMODATION 
(Convalescence, Holidays, etc.) 
AVAILABLE 


BEDROOM WITH BREAKFAST, MONDAY TO 
Friday References.— ‘Phone Welbeck 1978 
CARAVANS FOR HIRE. NEW. NEAR BEACH 
and Broads. 9 gns. August.—Box 630, B.MJJ. 


HOTELS 


ARUNDELL ARMS HOTEL, LIFTON, DEVON. 
Trout and Salmon Fishing on river Tamar, free to 
Hotel guests. 


BEMBRIDGE, ISLE OF WIGHT. PITT HOUSE 
COUNTRY CLUB. Utterly different from most 
seaside hotels. We aim at high standards, appeal- 
ing to seekers of privacy and gastronomic picasures. 


CENTRAL WALES.—ABERNANT LAKE HOTEL, 
LLANWRTYD WELLS. For rest, recreation, per- 
sonal attention and excelicnt cuisine Lovely 
country setting. Privately owned golf course, fish- 
ing. tennis, shooting, riding. Pony trekking. Inter- 
esting brochure on application. 


MOTOR CARS, HIRE, ETC. 


1937 Rolls Royce Phantom If] Black Limousine 
by Barker. Genuine 64,000 miles only Submit 
Offers after inspection at 2, Shafto Mews, Cadogan 
Square, S.W.1 (SLOane 8419) 


Published by the Proprietors, the British 
The Gainsborough Press, St. Albans 


Medical Association, Tavistock Square, Lordon, W.C.1. and printed by Fisher, Knight & Co. Ltd.. 
Printed in Great Britain Entered as Second Class at New York, WU. P 


S.A., Post Office. 
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CHARGES FOR CLASSIFIED ADVERTISEMENTS 


To economize in paper, bookkeeping entries, and avoid delay, please send payment with the advertisement 


Advertisement Director, 
“ British Medical Journal,” 
B.M.A. House, Tavistock Square, London, W.C.1. 


Members should include the word “ MEMBER " 
Every effort will be made to include ** Hospital *’ 


their signature. 
** Small adverti 


sements in the 


week preceding date of issue. 


tion of advertisements cannot be 


Cancella accepted 
to date of issue (issues affected by public holidays excepted). 
DO PLEASE WRITE ADVERTISEMENTS AND 
NAME AND ADDRESS CLEARLY IN BLOCK LETTERS 


THE SERVICES 
UNIVERSITY AND 
RESEARCH 
INDUSTRIAL 
EDUCATIONAL AND 


PRACTICES (Exec. Councils) J 


PRACTICES 
PARTNERSHIPS 
ASSISTANTSHIPS 
LOCUMS 
SITUATIONS 
PRIVATE BARGAINS 


DIETITIANS 
NURSES 
HOUSEKEEPERS 


MOTOR CARS 
MISCELLANEOUS 

PERSONAL 
NOTICES 

MEETINGS 

COMMERCIAL APPTS. 


HOTELS 
CRUISES AND TOURS 


= 
77 


ACCOMMODATION 
(Convalescence, H etc.) 

ROO 

HOUSBS, ETC. 

NURSING HOMES FOR SALE 

SECRETARIAL AGENCIES 


TYPING AND 
DUPLICATING 


DISPENSERS 

NURSES 

HOUSEKEEPERS seek ing 
RECEPTIONISTS posts 
SEC.-TYPISTS 


if received after 4 p.m. on the Monday prior 


Minimum charge £1 16s. for 4 lines (display rules 
counting as lines). 9s. a line thereafter. 

Box sumber address forms part of the advertise 
ment and counts as 6 words (1 line). An additional 
Is. is charged to cover box fee and addressing and 


Postage of replies. 


MEMBERS—PER INSERTION 

12 onda charge) 
we . (minimum 

18 25s, 


6d. 
Additional words: 7s. 


With name and address 
words (minimum charge) 


Additional words: 6s. for each 6, or less 
INSERTION 


With name and address 
6d. (min. charge) 
30 |, 31s. 6d. 

6d. for each 6, or less 


PER INSERTION 


With Box No. With name and address 

Additional words: 12s. for each 6, or less 

PER INSERTION 

With Box No. With name and addre 


Additiona! words: tits 


PER INSERTION 


With Box No. 
12 words 13s. (minimum charge) 
is , 17s 


With name and address 


” 


Additional words: 4s. 


MEMBERS ABROAD. Copies of ——- advertised in the Journal can be sent by AIR MAIL. 


The minimum cost is 3s. per week, w 
Is. cach. Please state type of vacanc 


Every effort 1s made to ensure the ac: 


REPLIES TO BOX NUMBERS. 


Advertisement Director, British Medical Journal, B.M.A. House, Tavistock 
Telegrams: Britmedads, W. 


Telephone: Euston 4499, 


hich covers up to three separate 


ings 
J. 


y and remit to the Advertisement Director, 


curacy of advertisements appearing in the Journal. No recommendation 
ae British ‘Medical Association reserves the right to refuse or interrupt the insertion 
‘isement 


The names and addresses of advertisers under box numbers are held 
by us in strict confidence and cannot be disclosed. Each Box No. should be addressed separately. Two or 
more replies can be enclosed in one envelope, addressed to the Advertisement Director. They will be 
forwarded to the advertisers in plain envelopes. 


London, W.C.1. 


MISCELLANEOUS 


0.n.0.—Langley, 


Wanted, “ British Journal of Ophthalmology,” | 


January and February, 1956, issues.—Dr. Lugossy 


Gyula, Martirok-utja 7, Budapest 11, 


Equipment of an Electrical Clinic, tnctoding 


Hungary. 


1/12 in. oi, 3 eyepi . Abbe ¢ £20 


Runwell Hospital, Wickford. 


Brass anc Bronze Nameplates neatly engraved, 
proof submited.—G, Maile, 367, Euston Road. 


diathermy machine on stand and rotary motor, N.W.1. EUSton 2938. 


Mercury vapour lamp. Alpine sunlight lamp, etc. 
Complete apparatus for colonic ‘avage. ¢ic., etc., 
maternity bag fitted —Meller, Mili Lane House, 


Felixstowe. 


Street, N.W.1, 


Bronze Namepiates, send size and lettering for 
free proof.--Abbey Craftsmen, 78, Osnaburagh 
EUSton $722, 


Bronze Nameplates with cream enamel lettering, 
Send size and iettering for catimate.—Osbornc 
117, Gower Street, London, W.C.) 


Queen non-ailergic Beauty Products form a com 
plete range of wilet and beauty preparations, in- 
cluding lipstick, specially for those women who 
have sensitive skins. Queen Beauty Products con- 
fain no orris, nor any Other skin irritants. Obtain- 
able from John Bell and Croyden, $0, Wigmore 
Street, W.1. and other chemists. Booklet from 
rg Lid., 60, Lambs Conduit Street, London 


Savile Row Clothes. Cancelled export orders 
direct from eminent tailors, Lesiey & Roberts, 
Huntsman, Kilgour, etc. Lounge and dress suits, 
overcoats, etc., from 10 gns.—Regent Dreas Co. 
floor), 17, Shaftesbury Avenue, Piccadilly 
GER 7180 (next to Café Monico), 


HEIGHAM HALL, NORWICH 


Private Mental Hospital, Individual treatment 
Special Geriatric Unit. Accommodation Alcoholics 
From 7 gs. Apply Dr. J. A. Small. Norwich 20080 


HITCHAM PLACE, BURNHAM, BUCKS 
(Late Fenstanton, Christchurch Road, 


A Private Home for the treatment of LADIES 
with Mental and Nervous Disorders. Psychotherapy. 
Physiotherapy, etc. A large Country Mansion with 
20 acres in Green Belt. Apply Dr. Madeline R 
Lockwood, Resident Physician Superintendent. 
Tel. : Burnham 624. Station: Taplow. 


MIDDLETON HALL 
MIDDLETON-ST.-GEORGE, CO. DURHAM 
Tel. : Dimsdale 7 
Private Mental Hospital. Cases include addic- 
tion and senility. All modern treatments, including 
psychotherapy. Moderate fee. Apply to Resident 

Physician. 


NORTHUMBERLAND HOUSE 


Psychiatric Nursing Home, 235-7, Bailards Lanc. 
N.3. Tel. : FiNchley 5283. Resident Med. Director, 
Dr. R. M.. Riggall, Mem. Brit. Psycho-Analytical 
Socicty. Deep insulin coma unit, psychotherapy. 
etc. Fees from 12 gns, 


WOODSIDE NURSING HOME 
Combe Down, Bath. Tel.: Combe Down 3227. 
Medical, Chronic and borderline cases received 
Trained nurses, day and night. Moderate fees. 


MEDICAL PRACTICES 
ADVISORY BUREAU 


APPOINTMENTS INFORMATION SERVICE 


Doctors secking information about openings in 
the various ficids of medical practice or introduc- 
tions as locums, assistants or partners. are invited 
to address enquiries to the Medical Director. 
Medical Practices Advisory Bureau, at 


B.M.A. House, Tavistock Square, London, 
W.C.1, Telephone number: EUSton 5601 /2. 


33, Cross Street, Manchester, Telephone 
aember: Deansgate 3691. 
Edinburgh, 3. Tele- 


phone number: Central 7184. 
phone number: Central 5636. 


The services of the Medical Practices Advisory 
Bureau are free to members of the Association. 


AGENTS 
PERCIVAL TURNER, LTD. 


MEDICAL AGENCY (Est. 75 years) 
25, Maiden Lane, Strand, W.C.2. Telephone: 
TEMpie Bar 9011. Night: Walton-on-Thames 1785. 


APPOINTMENTS 
HOSPITALS 
PUBLIC HEALTH 
SITUATIONS 
HOMES 
SCHOLARSHIPS AND 
STUDENTSHIPS 
NURSING HOMES 
(for use of members only) pags 
| 12 words 23s. 6d. (min. charge a, 
MOTOR CARS (TRADE) 
| 
;' 
Beck Microscope, 3 Watson objectives including sas 
I 
x. 
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Nasal 


decongestion 


Neophryn is more sustained in effect 
° than ephedrine or adrenaline, yet safer 
without than either. Neophryn will not cause 
C.N.S. stimulation or sedation; stinging 

and secondary congestion are very rare 

and there is no impairment of ciliary 

unpleasant movement. This freedom from side- 
effects makes Neophryn the first choice 
for children and infants as well as 


side-effects for 


Neophryn is a sympathomimetic amine (I-m- 
hydroxy-methylamino-methyl benzyl alcohol 
HC1) in aqueous solution, available in a plastic 
atomiser which gives a fine spray, or as drops, 
which are more suitable for children. 


*A special Neophryn plus antihistamine spray is also available. 


PRODUCTS LIMITED, Neville House, Kingston-on-Thames, Surrey 


Associated exporting company: WINTHROP PRODUCTS LIMITED 
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